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ConcENITAL tumours of the coccygeal region are of special interest 
because of their comparative rarity, their enormous variety of 
structure, and their doubtful sources of origin. In reading the 
literature of this subject one becomes lost in the nomenclature given 
to the different conditions met with. Many ‘of the terms used are 
so meaningless, and many of the descriptions so meagre, that nothing 
can be gathered of the morbid histology, or the probable seat of 
origin of some of these remarkable growths that have already been 
recorded. The so-called carcinomata, cystic carcinomata and cystic 
sarcomata are terms given to tumours which are histologically 
benign, and which manifest clinically no malignant characters 
whatever. 

Congenital tumours of this region may, broadly speaking, be 
divided into two classes—cystic and solid. Occasionally a tumour, 
such as the one to be described, appears at first sight to be a solid 
tumour; closer examination shows the tissue to be spongy from the 
presence of minute cysts. Of the cystic group the following are 
representatives :—Spina-bifida, dermoids—including sequestration 
dermoids and thyro-dermoids—or congenital adenomata, simple cysts 
unconnected with the spinal canal, hygromata, and the so-called 
hydatid cysts. In the solid group may be placed superfctation, 
lipomata, myxomata, fibromata of the dura mater, true sarcomata 
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and hernia. The tumour which I am about to describe belongs to the 
adenomatous variety, and it was specially interesting in that, 
contrary to the rule, it was practically a solid tumour, and that the 
interior of its capsule was continuous with the spinal canal. 

The seat of origin of these congenital adenomata has been the 
subject of considerable speculation and enterprise. The neurenteric 
canal, the coccygeal gland, and the sebaceous and sweat glands of the 
skin are the chief sources of origin to which these complex tumours 
have been attributed. The sebaceous and sweat glands can, I think, 
be entirely dismissed as a source of origin, because the skin in almost 
all the cases carefully described has been quite free of the capsule 
of the growth. Of the coccygeal gland and its development we know 
but little, and until our knowledge of this solitary body is more 
complete we shall still be uncertain of its pathological possibilities. 

Mr. Hutchinson? has described a similar tumour to the present 
one, except that it was almost entirely composed of cysts of various 
sizes. The morbid histology of this tumour was described by two 
pathologists, who examined it independently. Dr. Mackenzie 
described it as a cylindrical celled epithelial cancer, and Mr. Alban 
Doran as a cystic sarcoma. Mr. Hutchinson himself, however, with 
all due respect to the above-mentioned opinions, regarded the tumour 
as benign in character. The coccyx and part of the sacrum were 
embedded in Hutchinson’s tumour, but no mention is made of its 
relation to the spinal canal, and no cartilage appears to have been 
seen in the microscopical sections. 

Wagstaffe? describes a similar one, though more cystic than the 
present specimen; no mention here is made of cartilage, and it had 
no connection with the spinal canal. He describes the fine-celled 
groundwork as sarcomatous in type, though he describes the tumour 
“‘as innocent as any multilocular cyst.” 

Shattock’s? case was also more cystic than my own case. It 
presented nodules of cartilage, some of which were ossifying; it had, 
however, no connection with the spinal canal. 

I am deeply indebted to Dr. Thomas Wilson for sending the 
specimen to me, for giving me permission to publish it, and for the 
following notes bearing upon the obstetrical interest of the case :— 

On November 10th, 1901, Dr. Thomas Wilson was asked to see in 
consultation a patient, aged 30, in her third labour. The first two 
labours had been natural, the last of them nine years ago. In the 
later months of the present pregnancy the abdomen had been 
unusually large, and there had been much white tense swelling of the 
legs. Labour had begun at about midnight, and had been found to 
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Fic. I.—Side view of foetus before mesial section was made. 
The dislocation at the left ankle joint was caused by traction on 
the foot during parturition. 
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Fic. II1.—Photograph showing the complete mesial section 
of the foetus, 
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Fic. I11.—Mesial section of tumour, showing lobules—inter- 
lobular septa—and relation of tumour to rectum and vagina. 
Bent wire is laid along line in which there was continuity between 
spinal canal and interior of tumour capsule. 
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Fic. V.—Magnified 150 times, showing masses of cartilage 
and alveoli. 


& ~ 
§ 
Fic. TV.—-Magnified 150 times, showing minute alveoli. 
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Fic. VII.—Magnified 640 times, showing fine celled ground 
work. 


Fic. VI.—Magnified 640 times, showing mass of cartilage. 
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Fic. IX.—Mag. 640 diam., showing an acinus much convoluted, 
containing mucus 
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be obstructed by the presence of a large tumour in the pelvis. Two 
medical men had been trying to deliver, and had easily brought down 
one leg in front of the tumour. After much difficulty the second leg 
had been brought down by a good pull, in the course of which one 
foot was broken away. Attempts made to push up the tumour whilst 
traction was made on the legs had failed. Dr. Wilson arrived at the 
case at 3 p.m., 15 hours after the onset of the labour. The patient 
was then examined under chloroform, and a large, firm, fleshy 
tumour was found to be filling the cavity of the pelvis. The tumour 
was rounded in shape, somewhat uneven on the surface, and had been 
broken into at its lowest part, where it was discoloured from 
beginning decomposition. Fingers pushed into the substance of the 
tumour showed that there were one or two small smooth lined cavities’ 
in its interior, but that, on the whole, its substance was firm. In the 
later attempts at delivery portions broken away were observed to be 
opaque, white in colour, and firm in consistence. The mass appeared 
to be made up of a number of rounded lobules. In front, between 
the tumour and the pubic symphysis, one leg of a fetus was 
presenting, the other was to the left and in front of the tumour; 
traced upwards the legs appeared to run into the tumour at its upper 
end. Posteriorly the hand could be passed up between the tumour 
and the sacrum as high as the brim of the pelvis; the surface of the 
tumour here was smooth, and there was no connection with the bones 
of the pelvis. Attempts to deliver the tumour by pulling with 
volselle and fingers resulted in several portion being torn off. 
Traction with hand round the tumour and fingers dug into its 
substance succeeded in effecting the delivery of the mass, after which 
the rest of a dead fetus easily followed. The placenta was expressed 
after about ten minutes, and was followed by moderate hemorrhage, 
which was calculated to amount to about half a pint. 

The tumour was a large rounded mass occupying the lower end 
of a large female fetus. The legs projected from the front and upper 
part of the mass, and appeared to be decidedly small. The head of 
the foetus, in astate of early maceration, was large, darkly discoloured, 
and had been moulded and compressed by the uterine action. The 
placenta was of extremely large size, weighing 2 lbs. 9 ozs.; it 
measured 12in. by 8}in., and was one and three-sixteenths of an inch 
thick. On December Ist a note was received from the doctor in 
charge saying, “ The patient has done well; long since off my hands.” 

The foetus, of female sex, was fully developed, and moderately 
plump. Apart from the coccygeal tumour, no other pathological 
abnormality could be discovered. The tumour, which is situated in 
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the ano-coccygeal region, filled up almost entirely the pelvic outlet. 
Its circumference measured 14}in., its greatest transverse diameter 
5lin., its greatest antero-posterior diameter 4in., and its greatest 
vertical diameter, as measured after mesial section 3}in. The left 
half of the growth is somewhat larger than the right. The tumour 
is apparently solid and somewhat lobulated. It is freely movable 
upon a broad pedicle which springs from the ano-coccygeal region. 
Its surface is covered by skin except where artificially removed 
during delivery. By digital examination of the rectum it is possible 
to reach the upper limit of the tumour, which falls a little short of 
the sacral promontory. Between the examining finger in the rectum 
and the coccyx a hard mass can be felt, upon which the rectum 
moves freely. No post anal pouch or loss of continuity in the rectal 
wall can be discovered. 

A mesial section of the foetus shows very clearly the relation of 
the tumour to surrounding parts. The tumour, which is surrounded 
by a fairly dense fibrous capsule, pushes the rectum forwards, but is 
not adherent to it at any point. The greater part of the rectum was 
unfortunately removed in the left half of the foetus which was used 
for dissection purposes, so that its outline is not so clear in the 
photograph as was visible in the half dissected. The highest point 
of the tumour reaches to within an inch of the sacral promontory. 
The capsule is non-adherent to surrounding structures except at the 
tip of the coccyx. A probe passed down the spinal canal from the 
lumbar region is seen to reach the tip of the coccyx and then enter 
the capsule of the tumour. This opening into the capsule is large 
enough to admit a No. 6 urethral bougie. The actual canal is not 
seen in the photograph, as it was entirely removed in the left half of 
the foetus ; its exact position is shown in photograph 3 by a stout stem 
of wire. In front the tumour passes as far as the anus, which is 
displaced forwards, and at first sight appears to enter the base of the 
pedicle. This appearance, however, is due to the growth partially 
surrounding the lower part of the rectum. The tumour is well below 
the peritoneum, and lies external to the pelvis fascia and levator ani 
muscles. Laterally it extends over the ischial tuberosity as far as 
the great trochanter of the femur, in which locality the gluteal 
muscles are spread out over the growth. The chief blood supply 
comes from considerably enlarged middle sacral, lateral sacral and 
hemorrhoidal arteries. No nerves could be found entering the 
growth. 

To the naked eye the tumour is solid, perfectly encapsuled, and 
from the capsule strands of fibrous tissue pass into the interior, 
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dividing the mass into numerous loculi. The loculi are filled with 
spongy adenomatous looking tissue, move freely upon one another, 
and in places present a foliated arrangement resembling that of a 
Brussels sprout. At the upper part of the mesial section of the 
tumour a large recess is visible, from which a lobule of the tumour 
has fallen out. From the cut surface of the tumour ropy mucous 
can be expressed. 

Microscopical Examination. In pursuing this investigation 
sections were made from one side of the circumference to another. 
Under a low power (3 objective, No. 4 ocular) the skin covering the 
tumour is seen to be somewhat attenuated and wanting in 
subcutaneous fat. There is little or no papillary arrangement on the 
surface, the stratum corneum is well marked, the stratum malphigii 
thin; sweat glands, stunted hairs and sebaceous glands are all 
present. The skin is quite distinct from the capsule of the tumour. 
The capsule consists of a dense layer of fibrous tissue containing 
numerous blood sinuses, some of which are of considerable size. 
Advancing into the interior of the tumour we meet with a great 
variety of histological structure. The more solid parts show a fine 
cellular groundwork resembling lymphoid tissue. In the midst 
of this fine cellular stroma rounded alveoli are scattered in an 
irregular manner and lined generally by a single layer of epithelium. 
In the looser parts of the interior large alveoli, flattened and rounded 
in shape, exist, lined by a single layer of low columnar epithelium. 
The largest acini are seen towards the centre of the tumour, and very 
frequently the lumen of the tubule is irregular in outline, showing 
fairly definite intra-cystic growths. The centre of the tumour is 
almost entirely acinous in character in distinction to the periphery, 
which is chiefly composed of a fine cellular groundwork in which 
small acini are scattered irregularly. Masses of cartilage surrounded 
by a dense layer of fibrous tissue are scattered irregularly throughout 
the sections. These masses are stained very deeply by hematin, and 
vary much in shape, being rounded or elongated according to the 
direction in which they are cut. Elastic tissue is present in scattered 
bundles. There is evidence of pigmentation in various parts of the 
growth. Throughout its whole extent the tumour is very vascular. 
Under a high power (3 objective, No. 4 ocular) the sinuses in 
and subjacent to the capsule are seen to be lined by a single 
layer of endothelium and to contain blood. The denser parts of the 
tumour are composed of small rounded, oval or spindle shaped 
cells with a well-marked vesicular-looking nucleus. Masses of 
pigment arranged in black specks are scattered here and there in the 
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growth, and are probably the result of small hemorrhages, as there 
is also evidence of more or less recent blood extravasations. The 
acini are lined by cubical or low columnar epithelium; the smaller 
acini possess one or two layers, whilst the larger acini are invariably 
lined by a single layer. The larger acini branch and subdivide, and 
very frequently show intra-cystic growths. The interior of the acini 
is empty, or contains a few detached and degenerated epithelial cells. 
The acini evidently form a complex and multilocular structure in a 
fine cellular stroma, which is supported by masses of cartilage, elastic 
bundles, and dense bands of fibrous tissue. The cartilage consists of 
a distinct hyaline meshwork, in whose spaces are contained rounded 
or branching cells with distinct nuclei. Large blood sinuses are seen 
in the interior of the tumour, and a few well-formed blood vessels. 
The small cellular basis of the growth seems to be epiblastic or 
hypoblastic rather than mesoblastic. There is a great similarity 
between these small cells and those forming the lining of the 
smaller acini, and in certain places, as may be seen in the micro- 
photograph, small acini appear to be forming in the midst of these 
round cells. The sections were stained with either hematin or eosin 
or hematin and Van Giessen’s stain. 

Remarks. There.can be little doubt that this specimen is one of 
those congenital adenomata that arise either in connection with the 
neurenteric canal of the embryo or from the coccygeal gland. Bland- 
Sutton? has placed these congenital conditions in his group of 
dermoids known as thyro-dermoids. The first to draw attention to 
this pathological rarity was Dr. K. Middledorpf,5 who described a 
similar specimen to this, in which, however, the acini were lined by 
epithelium identical with that of Lieberkiihn’s follicles; solitary 
glands, submucous tissue, longitudinal and circular muscle fibres 
being also present. His specimen was much smaller than the present 
one, and was removed from the region of the anus in a girl, aged 
one year. This case led Middledorpf to the conclusion that such 
tumours are developed from remnants of the post-anal gut. Bland- 
Sutton was led to the same opinion quite independently of 
Midledorpf’s cases. 

Braune ® described similar cases, and called them cystic sarcomata. 
He regarded the coccygeal gland as the origin of such conditions. 
The fine cellular groundwork of the above tumour is not unlike the 
normal structure of the coccygeal gland, the cells being oval 
polygonal, with a clear vesicular-looking nucleus. To further 
support this view there are certain parts in the sections of the present 
case where the cells lining the alveoli are almost identical with 
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those forming the general groundwork, and further, as may be seen 
somewhat imperfectly in photograph 7, the round cells of the matrix 
would appear to be arranging themselves into minute alveoli. 

Taking the whole of the facts into consideration, and especially 
remembering that the spinal canal was continuous with the interior 
of the growth, the balance of evidence seems to be in favour of the 
tumour in the present case being neurenteric in origin. This would 
conform with Mr. Bland-Sutton’s view that all such “ thyro-dermoids”’ 
are in front of the coccyx, behind the rectum, and subjacent to the 
levator ani muscle. 

In conclusion, I should like to thank Prof. Leith for placing this 
specimen, now in the Pathological Museum, at my disposal, and Dr. 
Miller for making the drawings No. 8 and 9 for me. 
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NOTES ON A CASE OF VESICULAR MOLE. 


By MARY SCHARLIEB, MS., Gynecologist to the Royal Free 
Hospital, London. 


L. D., single, aged 24, was always regular and normal in her 
menstruation. Early in July, 1902, she menstruated as usual. 
About a month later she incurred the risk of pregnancy, and the 
period then due did not appear. There was amenorrhea up to the 
9th October, when she was probably nine weeks pregnant. On this 
date profuse loss from the vagina commenced, and lasted five or six 
days. Again on the 23rd October there was a profuse loss. She had 
been to the Soho Hospital to ask what was wrong with her, and 
shortly after leaving the hospital she had so profuse a loss in the 
street that she was brought to the Royal Free Hospital, and was at 
once admitted. 

On admission patient looked ill, was somewhat collapsed, and was 
passing medium-sized clots. There was in the abdomen a central 
elastic tumour reaching as high as the umbilicus; it was freely 
movable from side to side. The linea fusca was well marked. 

Per Vaginam. The vagina was hot and moist; pulsating arteries 
could be felt in the vault. The cervix uteri was soft; the os uteri 
was closed. On bimanual examination the abdominal tumour was 
ascertained to be the uterus, continuous with, and moving with, the 
cervix. 

The breasts showed a slight increase of pigmentation round the 
nipple; no secretion could be obtained by pressure. None of the 
certain signs of pregnancy were present, although the size of the 
uterine tumour corresponded to a pregnancy of at least five completed 
months. The uterus was uniformly hard, and neither on admission 
nor after, until the 10th November, was there any “ alternate 
contraction and relaxation.” No fetal movements were felt, no 
foetal heart was heard, no ballottement could be obtained. As to the 
symptoms, from the beginning of October there had been sickness, 
especially in the mornings. Hemorrhage from the 9th to the 15th 
October recurring on the 23rd. 

The patient was admitted with profuse loss and slight collapse; 
the pulse rate was rapid, and maintained an average of about 120, 
varying from 100 to 130. The temperature was irregular, but within 
small limits, varying from 97° to 99°, and only once touching 101°. 
The general condition was not satisfactory. The patient was drowsy, 
nauseated, and constipated. She had abdominal pain at times, 
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referred to the region about the anterior superior spinous process of 
the right ilium. 

Several diagnoses were suggested, no one of which could be made 
definitely. It appeared clear that the patient was pregnant; the nine 
weeks’ amenorrhea, the morning sickness, the mammary signs, and 
the enlarged uterus all concurred to make this diagnosis reasonable. 
It was, however, difficult to say whether the pregnancy was of nine 
or of twenty weeks’ duration. The history pointed to the former, and 
the size of the uterus to the latter. On the whole the comparatively 
slight mammary development and the very moderate softening of 
the cervix inclined the balance of probability to the shorter period. 
How, then, could we account for the size of the uterus? It was. 
suggested : 

1. That the pregnancy was really of at least 20 weeks’ duration, 
but that the foetus was dead, and that miscarriage was in progress. 
This theory tallied with the physical signs and with the absence of 
foetal movements and heart sounds. The absence of ballottement 
and the hardness of the uterus could be explained by rupture of the 
membranes having possibly occurred before the patient’s admission ; 
but the absence of alternate contraction and relaxation was not so 
easy of solution. 

2. Abnormal Pregnancy. 

(a) A Carneous Mole. This, as the only condition present, was 
very improbable, the size of the uterus greatly exceeding that 
likely to be associated with a carneous mole. 

(b) Vesicular Mole. In favour of this theory was the 
discrepancy between the alleged and the apparent duration of 
pregnancy; but against it were: 

1. The uniform and unvarying hardness of the uterus, which 
was never detected in a doughy or soft condition. 

2. The discharge consisting of blood and clots, without any 
watery or pink discharge, and the absence of the characteristic 
vesicles. The discharge of vesicles is far from being a constant 
sign in cases of vesicular mole, but their absence was an 
additional reason for discrediting the diagnosis. 

Extra uterine gestation was mentioned only to be excluded. 
The history of the case suggested a nine weeks’ ectopic gestation 
with rupture, or tubal abortion; but the physical signs were 
entirely against this diagnosis. 


3. Pregnancy complicated with Fibroid. This theory explained 
the co-existence of a tumour representing a pregnancy of 20 weeks’ 
duration with a history of nine weeks, and an absence of those signs 
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of gestation which become available only after the first four months. 
The uniform and persistent hardness was exactly such as one finds 
in a fibroid uterus containing an early ovum. The hemorrhages 
might well have been caused by the increased blood supply, normal 
in gestation, and by the changes in the mucous membrane that occur 
early in pregnancy. The discharge was slightly offensive, and this, 
with the mildly septic state of the patient, suggested retention and 
decomposition, such as might occur in a uterus in whose cavity there 
was a want of symmetry. 

On the 10th November, 32 days after the first hemorrhage, it was 
noted that the uterus, which had grown considerably since admission, 
had become soft and doughy, that there were alternate contractions 
and relaxations, that the cervix was softer, and that its canal was 
dilating. It was evident that an effort was being made to expel the 
contents of the uterus. These conditions developed during the day, 
and between 5 and 12 p.m. there was a gradual expulsion of a 
vesicular mole. The diagnosis was now clear as to the nature of the 
central abdominal tumour, but the interest of the case was well 
maintained by the results of an examination made next day. The 
uterus was found smaller, the fundus reaching to a point about 
midway between the pubes and umbilicus. To the right of the uterus 
there was an independent tumour about the size of a large lemon. 
Its surface was smooth, but not even. It was tender on palpation, 
and was the seat of pain, apparently the same pain which the patient 
had before referred to the neighbourhood of the right superior iliac 
spine. In the left side of the abdomen, immediately above Poupart’s 
ligament, was an ill-defined sense of resistance, and the uterus 
appeared inclined rather to the left of the middle line. 

Per vaginam and per rectum, the tumour on the right side could 
be felt, but not so well as by the abdomen. In the left fornix a mass 
was distinctly felt. It was not so large as the mass on the right side, 
and it was lower—a pelvic, and not an abdominal tumour. The 
diagnosis of the tumour seemed to lie between a dilated tube and an 
enlarged ovary. The shape suggested a distended tube, but the high 
position and independent movement of the tumour were like a cystic 
ovary, and not like a distended tube (which usually lies low in the 
pelvis and behind the uterus). The low-lying mass on the left side 
was thought to be an enlarged and distended tube coiled round the 
ovary. Both masses were tender and painful. The patient’s 
condition was still not satisfactory, the pulse rate being about 110 to 
120, and the temperature was rather unsteady. The pathologist’s 
report on the vesicular mole was as follows : — 
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Macroscopic Examination. The mole consists of masses of blood 
clot, in which are embedded vesicles of various size, the largest not 
exceeding that of a small pea. There are also clumps of vesicles 
floating free, consisting of beaded dilatations of individual villous 
stalks. 


Microscopic Examination. In the section are seen numbers of 
swollen chorionic villi, masses of cells, and clot. The stroma of the 
villi is in most cases almost structureless, and the blood vessels have 
disappeared. Where any structure is preserved it resembles that of 
embryonic connective tissue. In some villi both Langhans’ layer 
and syncytium, and in others again the syncytium is so flattened by 
pressure as to be scarcely recognisable. The masses of cells are- 
probably derived from Langhans’ layer. Their outline is distinct, 
protoplasm stains deeply with eosin, nuclei oval and stain deeply. 

The questions now arose, What was best for the patient? 


1. What was the nature of her tumours? 
2. Should she be submitted to abdominal section or not? 


The tumour of the right side was probably a cystic ovary, that 
on the left might be of the same nature, but was more likely to be 
a diseased tube. In that case it was possible that it was a gonorrheal 
pyosalpinx, an extrauterine fcetation, or that it contained some 
deposit in connection with the recent vesicular molar pregnancy. 
It was therefore determined to open the abdomen. The tumour to 
the right of the uterus was found to be a multilocular cyst of the 
ovary, about the size of a large lemon. The growth on the left side 
was similar in nature, but was closely bound down by adhesions. 
The uterus itself was flabby, large for the time (17 days) after 
delivery. It was determined to remove it, partly because a uterus 
without its appendages is a functionless organ, and no advantage to 
the woman, partly because it had contained a vesicular mole, and 
remained in a state of sub-involution; it might be a source of danger 
by developing new growth. It would not have been right to remove 
a uterus simply because it had contained a vesicular mole, and might 
therefore possibly develop malignant disease of the placental site, 
but it was right to remove such a uterus when the appendages were 
so diseased as to demand their ablation. It is only necessary to add 
that the patient made a rapid convalescence. 


Placental Site of Vesicular Mole. There is a firm, fleshy mass on 
the posterior wall of the uterus raised above the general level of the 
surface. Out of the many sections cut only one showed traces of the 
vesicular mole in the shape of a dropsical villus and some masses of 
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cells resembling in all respects those seen in the sections of the mole. 
Other sections showed only an ordinary placental site. 

The chief points of interest in this case were :— 

1. The difficulty of diagnosis due chiefly to the great and 
persistent hardness of the uterus. 

2. The association of bilateral ovarian cystomata with the 
pregnancy. 

3. The reminder given of the possible association of vesicular 
mole with subsequent malignant disease of the placenta site. 

The present case proves nothing, because the uterus was removed 
soon after parturition. 

The diagrams and the pathological report are due to the assistant 
pathologist at the Royal Free Hospital. 
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A CASE OF “«DECIDUOMA MALIGNUM” AFTER 
THE MENOPAUSE.* 


By FREDERICK J. McCANN, M.D. (Edin.), F.R.C.S. (Eng.), 
M.R.C.P. (Lond.), Physician to In-Patients, Samaritan Hospital 
for Women, London. 


A SALLOW-COMPLEXIONED woman, aged 53 years, was sent to me by 
Dr. Batson, of Dorking. She was admitted into the Samaritan 
Hospital on March 21st, 1902. She had had ten children. Her last 
pregnancy, nine years previously, terminated at the third month. 
Eighteen months before her admission into the hospital her 
menstrual periods ceased, and no blood loss was noticed until 
October, 1901, when a sudden gush of blood came from the vagina, 
followed by continuance of the flow for one day. This free 
hemorrhage recurred every four or five days until three weeks before 
admission, when only a brown discharge was noticed. The severity 
of the hemorrhage necessitated her confinement to bed during its 
progress. She had no pelvic pain, but had been losing flesh. 

Bimanual Examination. The uterus was found to be enlarged to 
about the size of a three months’ pregnancy. The enlargement was 
uniform and soft in consistence. The uterus was freely movable. 
A small fleshy polyp was growing from the external os uteri. Slight 
uterine hemorrhage followed the examination. 

The uterine cavity was explored under anesthesia on March 24th, 
1902. When I passed a uterine sound into the cavity blood literally 
poured out of the uterus. An iodoform gauze plug was employed to 
arrest the bleeding, and as I had not obtained the consent of the 
patient for hysterectomy she was returned to bed. 

I have never seen the non-gravid uterus bleed so freely as it did 
in this patient. She had informed me that at home the hemorrhage 
was most alarming, and very difficult to control. 

Two days later, with her consent, I performed vaginal 
hysterectomy. The uterus was plentifully supplied with blood-vessels, 
and on removal its peritoneal aspect was bright red in colour. On 
cutting into the uterus the appearance was most remarkable. The 
whole cavity was filled with blood-clot, and the uterine wall intensely 
vascular. The clots were both recent and of old standing; the latter, 
dark in colour, being more numerous. The growth, as shown by 


*Read at a Meeting of the Obstetrical Society of London, October 8th, 1902. 
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microscopic examination, exists between the blood-clot and the 
uterine wall. 

The patient rallied well after the operation, but her subsequent 
progress was unsatisfactory, and she died on the sixth day from 
suppression of urine. The urine contained two-thirds albumen. 
She had lost flesh considerably before the operation, and the 
continued hemorrhage rendered her condition unfavourable for such 
a severe trial. 

Microscopic Examination. Sections were made from different 
portions of the central blood-clot occupying the uterine cavity. No 
evidence of new growth was found in any of these. The sections 
made at different levels in the uterine wall demonstrated the 
existence of a new growth between the blood-clot and the uterine 
muscle. 

Under a low power strands of cells are seen penetrating into the 
muscular wall of the uterus. The new growth is composed of 
multinucleated masses of protoplasm showing well-marked vacuola- 
tion, and of a loosely reticulated tissue containing in its meshwork 
rounded cells with deeply stained nuclei. The remainder of the 
section consists of fibrin and blood-clct. 

Under a high power (Zeiss’ E. No. 2 eye-piece) the cells penetrat- 
ing the uterine muscle are seen to be rounded. They contain a 
deeply stained nucleus, whereas the cells’ protoplasm is lightly stained. 
The loose reticulum is well seen, and contained in its meshwork the 
large rounded cells with deep stained nuclei and surrounding 
protoplasm relatively clear. Large multinucleated protoplasmic 
masses are conspicuous objects in the field. They are mostly 
elongated and irregular in outline; some, however, exhibit well- 
marked anastomosing branches. The nuclei are well stained, whilst 
the protoplasm, although of a lighter colour, is uniformly stained 
throughout the cell mass. It appears to be coarsely granular, and 
in the majority of the cell masses well-marked vacuoles exist. Some 
of these multinucleated masses appear to be formed by a fusion of 
smaller cells. The chief portion of the new growth consists of cells 
of various shapes. They are mostly large in size, and rounded or oval 
in outline. Some are elongated. The nuclei, which are relatively 
large, stain deeply. Fibrin and blood-clot are seen to compose the 
greater part of the specimen. There is no structure corresponding 
to a villus. 

Post-mortem Examination. The following is a synopsis of the 
report of the post-mortem examination made by Dr. Bosanquet :— 
Pelvis. Some purulent fluid in the pelvis and dependent parts; 
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Fic. I—Natural size. The anterior wall of the uterus was 
divided in the middle line. The retraction of the cut edges disclosed 
the central blood clot occupying the uterine cavity. A mesial section 
was then made through the fundus uteri, posterior uterine wall and 
blood clot. One half of this section is represented in the figure. 
The blood clot is seen to fill the cavity of the uterus. The growth, as 
proved by microscopical examination, exists between the blood clot 
and the uterine wall. It will be observed that the central portion of 
the posterior uterine wall is invaded by the growth to such an extent 
that well marked thinning is noted. The growth had invaded the 
uterine walls in an irregular manner so that the outline of the 
central blood clot was lobulated. The cervix is not affected. 
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Fig. I1-—Photomicrograph of a Section of the New Growth. 
Stretching across the field an irregular, elongated, multi-nucleated, 
cell mass is seen. The rounded cells, with deeply stained nuclei, 


can also be observed in the section. 


Fic. Vacuolation of the multi-nucleated 
cell masses is well shown, also the deeply stained nuclei. 
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no adhesions over pelvic wound; coils of gut quite loose; no enlarged 
glands in the pelvis; stumps satisfactory. 

Abdomen. Liver 3 lbs., fatty; no secondary growths. 

Spleen. Three ounces, soft. 

Kidneys. Right, 34 oz.; left, 4 oz. small, cortex very thin. 
Capsule tears the substance of the organ on removal. Early granular 
kidneys. Other abdominal contents normal. 

Thorax. Some old adhesions in left pleural cavity. 

Lungs. (&dematous; no pneumonia or bronchitis; some 
emphysema of anterior margins; no secondary growths. 

Heart. Eight ounces; small, flabby; no valvular disease. 

Brain and spinal cord not examined. 

T was present at the autopsy, and noted the total absence of any’ 
attempt at closure of the pelvic wound, although six days had 
elapsed since the operation. The ovaries and tubes were free from 
disease. 

The Pathological Committee of the Obstetrical Society of London 


reported that the specimen was undoubtedly an example of deciduoma 
malignum. 
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PUERPERAL THROMBOSIS OF THE INFERIOR 
VENA CAVA. 


By W. E. FOTHERGILL, M.A., B.Sc., M.D., Assistant Lecturer on 
Obstetrics, Owens College; Assistant Physician, Northern 
Hospital for Women; Director Clinical Laboratory, Royal 
Infirmary, Manchester; and A. KNYVETT GORDON, B.A., 
M.B., Medical Superintendent, Monsall Fever Hospital, 


Manchester. 


A case of puerperal septicemia which recently came under 
observation at the Monsall Fever Hospital presented two features of 
interest—the one clinical, the other pathological. In the first place, 
it is an undoubted instance of the occurrence of a very high 
temperature—namely, 111°2 degrees Fahrenheit, five weeks before 
the death of the patient; secondly, it affords an example of that rare 
condition, thrombosis of the inferior vena cava, together with all its 
tributary veins. 

The notes of this case are as follows : — 

M. B., aged 30, multipara, was admitted to Monsall Hospital on 
March 26, 1902, as a case of puerperal fever. In the family history 
and personal history there was nothing of note. She was confined 
on March 21, the labour being easy, and apparently differing in no 
way from her previous confinements. She was attended bya midwife 
only, and the surroundings were apparently the reverse of hygienic. 
On March 22 she felt feverish, and shivered; there was also some 
headache. The next day she was delirious, and complained of pain 
at the lower part of the stomach, more on the right side than the 
left. She became rapidly worse until her admission to Monsall 
Hospital on the fifth day after confinement. 

On admission the patient was a thin, ill-nourished woman of 
careworn appearance. She was obviously ill, and complained chiefly 
of pain which was referred to the lower part of the abdomen, and 
was more intense in the right iliac fossa; it was dull and persistent, 
and had never been acute, and was accompanied by headache and 
nausea; the temperature was 101°5, respirations 24, pulse 84. There 
was a little fetid muco-purulent vaginal discharge. 

On examination the abdomen was generally slightly distended, 
and moved well with respiration; the uterus could be felt above the 
pubes, and was tender, more especially to the right of the middle 
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line; there was neither abnormal dulness in the abdomen, nor anything 
unusual to be felt there. The urine and feces were passed naturally, 
and without pain; there was persistent hiccough. Per vaginam, the 
os was patulous, and the cervix split; the uterus was four to five 
inches long, and in normal position, there being nothing abnormal 
in Douglas’ pouch. The heart and lungs and urine were normal. 

The next day she was distinctly better, and the discharge was less 
offensive, the tongue cleaner, and moist, and the appetite good; the 
temperature was 99°44. The uterus was then explored with the 
finger, and the mucous membrane was found to be soft and friable 
throughout; at the fundus there was a patch which felt like the 
placental site, but there was nothing that could be dislodged by the 
finger. An intra-uterine douche of weak iodine water was given. 

The next day she was not so well; the temperature went up to 
104°2, and she had a rigor lasting ten minutes; the vaginal discharge 
was scanty, and a little fetid. Another intra-uterine douche was 
given, and on March 29 the temperature fell, and the discharge 
became free from odour and greater in quantity; she looked and felt 
better. 

On March 30 there was another rigor, and the temperature rose 
to 105°. There was no increase of pain, and no abdominal distension, 
and no sign of pelvic, or general peritonitis; there was, however, some 
vomiting and hiccough; another intra-uterine douche was given, and 
a little débris came away. 

On March 31 she was much worse, vomiting frequently, and in 
great pain, which was referred chiefly to the umbilicus. On this date 
Dr. Fothergill saw her in consultation, and it was decided to curette 
the uterus. This was done forthwith under chloroform, and the 
lining membrane of the uterus was well scraped down to the muscle, 
several pieces of placenta being removed. The operation was 
followed by very free bleeding, and as the uterus failed to contract on 
manipulation, injections of hot water were given, also ergot sub- 
cutaneously, and the uterus and vagina were plugged with sterilised 
gauze. Subsequently a large saline enema was given and retained. 
After the operation the patient was blanched, and collapsed. 

The next day the patient was more comfortable. The plugs were 
removed, and the uterus douched with hot water. It contracted 
firmly, and from this date to the end of the illness nothing abnormal 
occurred in connection with any of the pelvic organs. The 
temperature, however, remained high and remittent, and rigors 
occurred at intervals. 


Dr. Fothergill saw her again on April 6. The temperature, as 
16 
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registered by three different thermometers at 6 p.m., was 111°2. This 
was verified by personal observation. Even with a pyrexia of this 
extent there was no collapse, and the temperature came down to 107° 
after hot sponging. Phenacetin gr. x. in brandy 3ii. was then 
given, and the temperature dropped to normal. On examination 
there was nothing wrong with the uterus, but there was pain and 
tenderness over the saphenous opening on the right side, followed 
quickly by signs of thrombosis of the femoral and saphena veins on 
the same side. This was followed, two days later, by the same process 
on the other side; both legs were cedematous, and a cord could be felt 
in the situation of each popliteal vein subsequently. From this 
point onwards to her death, on May 14, there were no symptoms 
except increasing weakness, though the temperature continued high 
and remittent, with repeated rigors. There was no sign of 
suppuration or embolus in any other organ. The immediate cause 
of death was edema of the lungs. 

A post-mortem examination was made 24 hours after death. The 
uterus and pelvic organs were normal except for an old split in the 
cervix. The body of the uterus was 3} inches long, and there was no 
evidence of septic inflammation ; there was no sign of general or pelvic 
peritonitis. The inferior vena cava was filled with firm ante mortem 
clot, which extended into the iliac veins, and, in fact, all veins below 
the heart were filled with clot, which below the bifurcation of the 
vena cava was firm and tough; in the vena cava itself and the renal 
veins it was softer, but had obviously been formed before death. 
There was no sign of thrombosis in the veins of the thorax or upper 
extremities or head and neck. The lungs were edematous, and the 
heart muscle pale and flabby; the right pleura contained a little 
serous fluid. The other organs were healthy, and there were no 
abscesses anywhere. 

For the above notes we are indebted to Dr. Basil Rhodes, 
Assistant Medical Officer to the Hospital. This case was at the 
outset most commonplace in character, being simply an example of 
septic infection of retained portions of placenta. The first interesting 
feature was observed when these placental fragments were removed 
with the curette on March 31st. Their presence in utero, together 
with the inflammatory process due to their infection must have kept 
the uterine sinuses of the placental site very large, for as the 
curetting progressed blood gushed out from the os uteri in a spout 
an inch in diameter. No contractile power could be awakened in the 
flabby infected uterine muscle, and the bleeding was stopped only by 
plugging the uterine cavity with gauze. 
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When we examined the patient together on April 6th the 
temperature had just been recorded by three different thermometers 
as 111'2° F. The patient’s cheerful aspect and humorous conversation 
on this occasion were very striking, and formed, together with the 
three thermometers, a most memorable clinical picture. The only 
physical sign revealed by a searching examination was slight swelling 
and tenderness over the saphenous opening on the right side. We 
could arrive at no explanation of the remarkable rise in temperature. 
After sponging with hot water the pyrexia quickly passed, and the 
temperature became sub-normal, the figure recorded at 10 a.m. on 
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Temperature Chart. Thrombosis of Inferior Vena Cava. 


April 7th being 96°4° F.—a drop of no less than 146 degrees in 
sixteen hours. The chart continued to be wildly erratic, 99° and 
108° being recorded on the 13th, 98°8° and 107°4° on the 15th, and 
so on, with excursions not quite so wide, until the end. The fatal 
lesion appears to have progressed very gradually, and without 
producing any symptoms definite enough to permit of a diagnosis, or 
to mark the stages of its advance. Vomiting and diarrhea occurred 
from time to time, but did not persist. Albumen appeared in the 
urine a week before death, so if we may follow the example of 
Raynaud and other writers, it may be judged that by that time at 
least one of the renal veins was blocked by thrombosis. There was a 
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systolic murmur at the pulmonary area, but we are not able to state 
the date at which this appeared. Robin and other writers have 
described violent pain in the lumbar region, somnolence and other 
features which were absent in the present case. 

Thrombosis of the inferior vena cava forms the subject of a 
considerable mass of literature. Vimont! collected 112 cases, in 
most of which the thrombosis was limited in extent, and was 
secondary to malignant disease of the kidney and other organs. 
Krauss? compiled a complete account of the subject up to the 
year 1895. Lombardini,? in the same year, attempted to lay down 
rules by which the part of the inferior vena cava affected could be 
diagnosed. He classifies the symptoms indicating obliteration of the 
lower, middle and upper thirds of the vessel, but his work is not 
convincing. (&idema of the legs, edema of the abdomen, dilatation 
of the superficial abdominal veins, renal symptoms and hepatic 
symptoms are the features upon which the diagnosis may be based. 
It is allowed that primary thrombosis of the inferior vena cava can 
occur, but in most instances the condition is secondary to 
inflammation and thrombosis in a tributary vein. In very few cases 
has the primary thrombosis occurred in the utero-ovarian and hypo- 
gastric veins. Some of these are by no means recent. Thus in 1828 
Dance showed that a puerperal inflammation in the wall of the uterus 
affected the right ovarian vein, the vena cava being then involved. 
Sinnhold reported two cases. In a woman, aged 35, a puerperal 
thrombosis of the right utero-ovarian veins extended as high as the 
renal veins, when emboli produced gangrenous infarctions in the 
lungs. A woman, aged 26, was the subject of thrombosis in the 
pampiniform plexus, the uterine veins, the iliac veins and the vena 
cava. Leudet described a case of phlebitis in the utero-ovarian veins, 
iliac veins and vena cava, with clotting extending into the left renal 
vein. Lancereaux also mentions thrombosis of the utero-ovarian and 
hypogastric veins with extensions in the femoral and renal veins, 
the vena cava being obliterated up to the diaphragm. The above are 
all instances of puerperal thrombosis. In a case recorded by 
Léonard, however, the condition followed upon a phlebitis secondary 
to a vaginitis which was caused by a pessary. These cases were 
mainly pre-bacteriological in date, but when Vidal, in 1889, proved 
that puerperal thrombosis is septic—usually streptococcic—in origin 
their nature became clear. The study of puerperal thrombosis in its 

1, Vimont. Thése, Paris, 1890. 


2. Krauss. Inaug. Diss: Tiibingen, 1895. 
3. Lambardin. These, Paris, 1895. 
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early stages is, of course, most important from a practical point of 
view. Advanced cases, such as those just mentioned, have a merely 
pathological interest. We refrain, therefore, from multiplying 
examples of the condition, and merely abstract, in conclusion, a case 
of striking interest quite recently reported by Hoche :—* 

A woman, 31 years of age, miscarried in the fifth month of her 
tenth pregnancy. The fetus was expelled, but the midwife in 
attendance failed to remove the placenta. Some days later the 
patient was admitted to hospital (October 6th) suffering from rigors 
and blanched by hemorrhage. The temperature was high; the pulse 
rate 130. The placenta was removed, but the patient’s state did not 
improve. Three days later temporary good results followed intra- 
uterine douching. On October 12th violent pain was felt in the 
lumbar region, and on the left of the fundus uteri there was great 
tenderness on pressure. ‘The abdominal veins became very 
apparent, more especially on the right side. The uterine cavity was 
curetted. The pain and tenderness disappeared on the following 
day, but a febrile condition, with rigors, persisted. On the 18th a 
systolic cardiac murmur appeared. The pulse rate was then 120, and 
there was edema vt both bases. Diarrhoea began on the 20th, when 
the condition of the lungs was worse. On the 24th the patient 
became somnolent, and vomited thrice. The quantity of urine 
suddenly became diminished by one-half, and albumen appeared in 
quantity. Un the 28th there was edema of the legs, which during 
the next few days spread upwards over the abdomen and reached 
the thorax. Ascitic fluid was also present. The febrile state 
continued. On November 7th rigors occurred with dyspnea, and the 
signs of pulmonary edema became more pronounced. Death 
occurred on November 10th. 

The autopsy was made on the same day. There was fluid in the 
abdomen. The uterus was twice the normal size. The utero-ovarian 
veins were thrombosed, and the thrombosis had spread to the inferior 
vena cava. The clot extended up into the right auricle and through 
into the right ventricle, its extremity being found floating in the 
pulmonary artery. The process had also extended down into the 
iliac veins. The renal vein on the right side with its branches was 
also thrombosed, as were some of the sub-hepatic veins. ‘Che uterine 
cavity was slightly dilated, and had a red vegetating surface. The 
appendages were not abnormal. The lungs contained hemorrhagic 
infarctions, and were congested and edematous. ‘There were renal 


* Annales de Gynecoloyie, May, 1902. See Journal of Obstetrics and Gynecology 
of the British Empire, Vol. I1., p. 67. 
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infarctions, mostly pale. The liver contained thrombosed veins, but 
not infarcts. The heart contained the thrombus mentioned, and 
detached portions of clot, but was not itself diseased. 

The writer points out that the violent pain in the lumbar region 
was the main symptom which pointed to thrombosis of the vena cava. 
Insomnia, rigors and dilatation of the superficial abdominal veins 
were noted at the same time. Supposing therefore that the vessel 
was attacked on October 12th, the patient lived a month after 
this occurrence. The appearance of the cardiac murmur on 
October 18th points to that date as the time when the clot invaded 
the heart. The diarrhea, which began on the same day, was 
probably symptomatic of thrombosis of the hepatic vessels. The 
vomiting, somnolence, relative anuria and albuminuria which were 
noted on the 24th expressed the obliteration of the right renal vein. 
It is notable that cedema did not follow the thrombosis of the vena 
cava until 16 days after its occurrence, as indicated by symptoms. 
The blood was found to be sterile-on October 15th and 25th. At the 
autopsy cultivations were made from various organs. Their results, 
though not amounting to absolute demonstration, lead the writer to 


believe that infection by the gonococcus was the essential element 
in the causation of the disease. 
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THE NATURE OF HYDROSALPINX. 
By CLEMENT WHITE, M.D. (Cantab.). 


Tue title “ The Clinical History of Twenty Cases of Hydrosalpinx ” 
perhaps would more nearly indicate the scope of this paper. 
Whatever conclusions are arrived at herein are drawn from notes 
taken at the bedside concerning the previous state of health, the 
present symptoms and physical signs of patients whose condition 
required ceeliotomy and who were found to be the subjects of hydro- 
salpinx, the naked eye appearances of the diseased parts removed, 
and the character of the fluid contained in the diseased Fallopian 
tubes. It is from the standpoint of the previous life, and not of the 
microscopical details of the diseased parts, that the subject is 
approached. By this method I have endeavoured to find out what is 
the true pathological position of the condition known as hydrosalpinx. 
By what proves to be a coincidence the points gathered from the 
last six consecutive cases, four of which were under my own care as 
Resident Accoucheur at the London Hospital, are so remarkable that 
I append them in a separate table. I can find no one who regards 
hydrosalpinx as due to a congenital malformation. The great 
majority of writers consider hydrosalpinx a product of salpingitis. 
To the kindness of Dr. Herman and Dr. Lewers I owe it that I am 
permitted to make use of nineteen out of the twenty cases of my 
series. The twentieth was the case of a patient under the care of 
Mr. W. J. Robinson, of Old Brompton, Kent, who kindly allowed me 
to be present at the operation, and make use of the case. For the 
notes of this patient I am indebted to Mr. H. Cotman, House Surgeon 
of St. Bartholomew’s Hospital, Rochester. Eighteen of the nineteen 
cases form a consecutive series comprising all the cases in which 
operation on patients in the gynecological wards of the London 
Hospital revealed hydrosalpinx from 1893—1902, together with one 
case of hydrohematosalpinx in 1891, already published by Dr. 
Herman, in the Obstetrical Society’s Transactions, Vol. xxxiii. The 
condition was barely recognised previous to this date, and abdominal 
operations were so much fewer that I did not think further search for 
cases in earlier years would repay the work involved. The yearly 
incidence of the cases was as follows :— 


1902 1897 
1901 1896 
1900 5 1895 
1899 1894 
1898 1893 
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There are some twenty-eight beds in this department at the 
London Hospital constantly full of gynecological cases, so that the 
rarity of the condition is evident. For the sake of comparison, it was 
to be noted that in 1901 and 1902, up to August, there were 19 cases 
of pyosalpinx revealed by operation and 59 cases of inflamed 
thickened appendages. 

There is little space in the gynecological text-books in general 
use devoted to hydrosalpinx. Didactic purposes and analogy are 
responsible for the category into which I imagine many men place 
hydrosalpinx. Useful though it may be for dogmatic teaching, 
analogy is proverbially fallacious. Personally—and I do not know 
that my experience was exceptional—the first impression on the 
subject which I received from teachers and text-books was that 
hydrosalpinx and a simple pleural effusion were analogous conditions. 
When a student is being introduced to the diseases of the Fallopian 
tubes, he has probably gained some experience in the medical wards 
of a hospital, and has learnt to classify diseases of the pleura under 
the heads of dry pleurisy, pleurisy with thickening of the pleura, and 
pleurisy with simple, purulent, or hemorrhagic effusion. His memory 
may be aided if he is taught that there are similarly in the case of 
Fallopian tubes a catarrhal salpingitis, inflamed tube with thickening 
without dilatation, and inflamed tube with dilatation containing clear 
fluid (hydrosalpinx), or containing pus (pyosalpinx), or containing 
blood (hzmatosalpinx). 

Such, as far as my recollection serves, is the way I was led to 
consider the subject. That in very many cases this aspect is far from 
the truth I hope to show. 

I will frankly state that though the previous history of the subjects 
of the disease and to some extent the naked eye appearances of the 
diseased parts removed convince me that hydrosalpinx is not 
invariably the result of inflammation of the tube, in a few cases it 
seems to be so. My opinion is that there are two, or possibly three, 
separate conditions which lead to hydrosalpinx. 

What is the nature of the fluid contained in a hydrosalpinx, if it 
is not an inflammatory effusion, and what is its origin and process of 
secretion? I will here refer to one reported case—case six of a series 
of fifteen collected from the post-mortem room by Dr. Fowler, of 
Middlesex Hospital, which is the only one I find in which the fluid 
distending the Fallopian tubes appeared to be secreted by the lining 
of those tubes while sharing in a general process of edema. In this 
case the fimbrie of the left tube were adherent to the ovary, and 
of the right to the peritoneum; the tubes were distended with a 
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glairy greyish coloured fluid. The patient had died of chronic 
interstitial nephritis, and other complications were pulmonary 
cedema, pericarditis, pleurisy, and edema glottidis. 

In this case the secretion in the Fallopian tubes was similar to 
the passive secretion of pleural effusion in late stages of kidney 
disease, producing the condition of hydrothorax. It is comparable 
to a hydropericardium rather than to a pericarditis with effusion, 
to an ascites without peritonitis rather than a peritonitis with ascites. 
But in the majority of cases I do not think the truth lies here. 

Definition. By hydrosalpinx I means a Fallopian tube, with its 
abdominal ostium impervious, distended by non-purulent, non- 
hemorrhagic fluid. It may be clear serous fluid of light amber 
colour, or may be darker coloured. I exclude an inflamed tube 
without any well-marked dilatation, containing serous fluid in small 
quantity, due merely to a catarrh of the mucous membrane of the 
Fallopian tube, a part of a general salpingitis by which the outer 
coats of the tube also are affected and thickened. Where can we find 
a similar condition in some other organ, for we need not consider 
the Fallopian tube to be subject to a diseased condition entirely 
peculiar to itself? 

Turning to hydronephrosis, possibilities of comparison suggest 
themselves. Prominently at the outset we are met by a great and 
important difference—the kidney is an excretory organ, and the 
Fallopian tube is not. The Fallopian tube and the ovary together, 
when the fimbriated end of the tube embraces the ovary, are more 
comparable to the ureter and kidney. Still the ovary merely 
secretes, while the kidney excretes. There are points, however, of 
considerable resemblance, and the case of M. H. (case 5) may help to 
elucidate them, and be itself elucidated by the comparison. In the 
case mentioned a woman of 22, married two and a half years, had no 
children and no miscarriages; she had pain for two years, had only 
menstruated for one and a half years, and that scantily. This was 
followed by eleven months’ amenorrhea, and dyschezia and 
dyspareunia for a few months. She had never been laid up in bed 
by previous inflammatory attacks. Her uterus was undersized, and 
somewhat retroverted. On the abdomen being opened the left tube 
was found dilated at its ampullary end to the size of a pigeon’s egg, 
while its proximal end and the whole of the right tube felt very hard. 
On removal of the tubes from the body yellowish white calcareous 
bodies were found in their lumina. On the right side they were 
much more numerous, and appeared to block the tube completely. 
These bodies were rough, hard, and varying in size from a pin’s head 
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to a small pea, and at once suggested calculi. They were undoubtedly 
the most striking feature in a case where faulty development of the 
generative organs was evident. The possibility presented itself that 
these calcareous bodies in the left tube had intermittently blocked the 
lumen of the tube, that fluid secreted by the cells lining the Fallopian 
tube, altered doubtless, but not inflammatory, had collected behind 
the calcareous bodies, and caused dilatation of the tube, whose ostium 
(if ever pervious) became closed by adhesive peritonitis in the 
neighbourhood secondary to the diseased condition of the tube. On 
the right side there was little, if any, dilatation of the tube; the 
ostium was closed. 

Turning to the kidney, we know that when the lumen of the ureter 
is completely occluded by ligature or stone, the condition of hydro- 
nephrosis is not produced. This fact suggests a reason why there was 
not a hydrosalpinx on the right side, the lumen of the right tube 
being completely blocked. But if the pelvis of the kidney contain a 
stone which intermittently blocks the mouth of the ureter while 
allowing an intermittent flow from the kidney, the conditions are 
present which favour the production of a hydronephrosis. Similar 
conditions were present in the left Fallopian tube in case 5, and 
intermittent blocking of the oviduct resulted in hydrosalpinx. The 
presence of calcareous bodies in Fallopian tubes recalls the fact that 
the oviducts of birds normally secrete eggshells. The association of 
calculi with hydrosalpinx is extremely rare. 

Turning to the generality of cases of hydrosalpinx, we must look 
for some cause of temporary occlusion of the proximal ends of the 
Fallopian tubes apart from calculi. That which readily suggests 
itself is periodic occlusion of the lumen by congestion of the mucous 
membrane of the Fallopian tubes in connection with the menstrual 
cycle. It is not unreasonable to suppose that the mucous membrane 
of the Fallopian tubes shares the general pelvic congestion which 
occurs every month in women of child-bearing age. This congestion, 
coupled with faulty development, will give us the conditions 
necessary for the production of a hydrosalpinx; a survey of case 6, 
which follows later, simplifies this point. A comparison then holds 
between, on the one hand, occlusion of the ureter by kinking and 
congestion, a condition rare in oemparison with occlusion 
by renal calculus, and, on the other hand, occlusion of the Fallopian 
tube by congestion—infinitely more common than occlusion by stone. 
This is further comparable to the occlusion of the male urethra, in 
cases known as congestive stricture, in which congestion of its 
mucous membrane causes retention of urine. In the Fallopian tube 
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this blocking by congestion is aided by the folds in its mucous 
membrane, its sinuous course and its lax attachments. 


It is from the point of view of the blocking of the tube and as 
showing the reason why the fluid contained in a hydrosalpinx does 
not except intermittently, ®scape into and through the uterine cavity 
that the analogy of the renal apparatus is helpful. The analogy 
holds further in that the organ in each case, kidney and tube, 
becomes altered, till finally each is a thin-walled cyst, and has lost 
its original structure completely. But the analogy does not hold 
as to the origin and nature of the fluid; for this we must look 
elsewhere. 


The common hydrocele in the male is a collection of fluid in what: 
should be an obliterated portion of the peritoneum. Its cause is 
unknown. There is admittedly no relation of cause and effect 
between an acute and a chronic vaginal hydrocele. They are in a 
different category. So I believe are pyosalpinx and the vast majority 
of cases of hydrosalpinx in different categories, as far as their origin 
is concerned. I believe—and some cases of my series distinctly 
support the view—that a hydrosalpinx may become infected and 
become converted into a pyosalpinx. That the opposite sequence 
occurs I can find no evidence. To this point I revert later. In a 
common hydrocele the cells lining it transude an abnormal fluid. 
I believe that in a hydrosalpinx the cells secrete an abnormal fluid, 
and afterwards the cyst wall, when the original cells are gone, 
transudes fluid. When the abdominal ostium is closed the oviduct 
has lost its proper function, and it is a matter of frequent observation 
that, when such loss of function occurs, cells do secrete abnormal 
fluid. This accounts for the various kinds of fluid observed in 
hydrosalpinges. Retention cysts in the breast, tubulodermoids, 
hydroceles of the canal of Nuck, hydroceles of the spermatic cord are 
all the outcome of developmental errors. Cystic degeneration of the 
ovaries, cysts of Kobelt’s tubes or of the hydatid of Morgagni often 
exist side by side with hydrosalpinx. As in hydrops folliculi, there 
is a perversion of the secretion of the Graafian follicles, carried 
possibly to a greater extent in Rokitansky’s ovarian tumours and 
multilocular ovarian cysts, so in hydrosalpinx is there perverted 
secretion of the lining of the Fallopian tube, rather than an 
inflammation. 


Hydrosalpinx thus takes its place rather among teratoid tumours 
of the Fallopian tube than inflammations. Like other teratoid 
tumours, it is itself subject to inflammation and suppuration. Thus 
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there is no difficulty in believing that a hydrosalpinx may become 
a hematosalpinx by hemorrhage from the inflamed wall taking place 
into it—this seems to have occurred in a patient of Dr. Herman’s, 
recently under my care, suffering from pyosalpinx on the one side 
and hematosalpinx on the other,—-and pyogenic organisms may enter 
it and convert it into a pyosalpinx. Two cases of my series show 
tubo-ovarian abscesses, which, in my opinion, were tubo-ovarian 
cysts, which subsequently become infected by micro-organisms. 
Granted that hydrosalpinx is a tumour, a retention cyst, in its 
growth it may, like any other tumour in the abdomen, set up 
peritonitis in the neighbourhood by pressure. This will account for 
the adhesions so often found in cases of hydrosalpinx. It has been 
customary when peritonitic adhesions were present in cases of 
hydrosalpinx to conclude at once that the peritonitis aided the 
occlusion of the tube; in fact, to say that the tumour was due to 
pelvic inflammation. But we do not say that an ovarian tumour is 
due to the adhesions which often surround it. Keeping this point in 
mind, the presence of old adhesions in cases of hydrosalpinx becomes, 
from an etiological point of view, relatively unimportant. 
A consideration of case 6 falls in aptly here : — 


A woman, aged 35, married 15 years, had had no children and no 
miscarriages ; she had generally enjoyed good health, had had no serious 
illness before that leading to her admission to hospital. Menstruation had 
been always scanty, fairly regular, with occasional pain. She suddenly 
developed symptoms of acute pelvic peritonitis. Examination revealed an 
abdominal tumour, diagnosed as an ovarian cyst, and operation a left 
suppurating tubo-ovarian cyst with recent peritonitis and right hydro- 
salpinx. I contend that the hydrosalpinx and the other developmental 
errors were a sufficient cause of her sterility, and that there was no 
evidence of inflammation previous to the illness during which she was 
operated upon. 

In the light of the patient’s history my interpretation of the condition 
found is as follows:—Both tubes were thickened in part of their course, 
the seat of a hyperplasia, which was apparently partly of long standing, 
possibly congenital, and partly due to recent inflammation. The ampullary 
portion of the right tube was dilated and the wall thinned measuring 2 in. 
by 1 in. in diameter ; it contained thin clear fluid. The narrower isthmus 
and interstitial portion of the right tube, which were thickened, would be 
liable to become blocked at each monthly period by congestion of the 
mucous membrane. The secretion from the ampullary portion would then 
not be able to make its way into the isthmus, and would distend the outer 
portion of the tube. The fimbriated end either was congenitally 
impervious, or it would be embracing the ovary perhaps at the time of 
menstruation, or occluded by congestion of the fimbrie leading to so-called 
“ salpingitic ” closure of the ostium or by adhesive peritonitis set up by 
the tubal secretion irritating the peritoneum. If it could be proved by 
post-mortem examinations of the Fallopian tubes in young girls that such 
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congenital atresia of the abdominal ostium did exist, the alternative 
methods suggested by which the ostium becomes occluded might, in 
reference to this case, be dispensed with. 

On the left side, besides distension of the tube, cystic change had 
occurred in the ovary. There was some dilatation of the ampullary end of 
the left Fallopian tube, which had become adherent to the ovary. The 
partition between the dilated tube and the ovary had become gradually 
thinned until the ovarian cyst and tube communicated. Then there was 
a cyst reaching to the level of the umbilicus in direct communication with 
the lumen of the isthmus of the Fallopian tube and uterine cavity. The 
next step was entrance of pyogenic organisms, suppuration in the tubo- 
ovarian cyst, and pelvic peritonitis. This occurred less than three weeks 
prior to operative interference. The fluid in the tubo-ovarian cyst was 
originally altered secretion of altered Graafian follicles and cells lining the 
Fallopian tube, not the result of inflammation. The entrance of pyogenic 
organisms was a pure accident, an epiphenomenon, and so was the pelvic’ 
peritonitis. The fluid which escaped from the cyst, which ruptured prior 
to removal, was dirty brown pus and blood, and contained gas. That it 
was fairly virulent was shown by the fact that the patient had 
suppuration in the pelvis afterwards. The stages then seem to have been 
as follows: Developmental error in the proximal portion of both tubes, 
accumulation of fluid in the ampullary portions with closure of both 
abdominal ostia, and the formation of a cyst in the right ovary. At 
this stage there would be a double hydrosalpinx and right ovarian cyst. 
The next stage is left hydrosalpinx and right tubo-ovarian cyst. The last 
stage is suppuration in left tubo-ovarian cyst. In other words, here is a 
case of a tumour composed of right hydrosalpinx and ovarian cyst 
becoming right pyosalpinx and ovarian abscess. 

I will add two views of the case which might be upheld by some. It 
might be said that the left hydrosalpinx had been a pyosalpinx, and the 
pus had become inspissated. If this had been so we should have expected 
the walls of the hydrosalpinx to be thick; they were not. Moreover those 
who believe in the existence of this process allow that it takes a long time. 
The time of actual illness was less than three weeks. The second view is 
that the left hydrosalpinx was consequent on the suppuration of the right 
tubo-ovarian cyst. I do not know whether the hydrosalpinx could have 
thus formed in three weeks. I do not think it probable. Nor do I see why 
the two tubal cysts should be considered to have had different modes of 
origin. I think congenital malformation of both tubes most simply 
accounts for the facts of the case. Most, if not all, would agree that the 
part the ovary played in the right-sided swelling was primarily neoplastic 
and subsequently inflammatory. Why should not the same be said of the 
left tube? Mr. Bland-Sutton holds that in tubo-ovarian swellings the 
mischief actually starts in the tube. 

I cannot deny that the naked eye appearance of the undilated portions 
of the tubes was such as occurs in a pachysalpingitis, but the condition 
could, I think, have been the result of the few weeks’ terminal pelvic 
peritonitis affecting ill-developed tubes. 

In summarising the case the points I would emphasise are :— 

1. The patient was sterile. 

2. There was enough disease of the generative organs to account for 
sterility. 

3. If the condition of her generative organs caused her sterility, that 
condition must have been of long standing, some 15 years. 
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4. There is no history of previous severe illness. 

5. A neoplastic origin of hydrosalpinx accounts for these facts. 

6. The case affords practically an example of hydrosalpinx being 
converted into a pyosalpinx. 

The question has been raised by Zahn in an article on tubo-ovarian 
cysts in Virchow’s Archiv, 1898, Band cli., supplement, whether hydro- 
salpinges are not always stages in the formation of tubo-ovarian cysts. I 
have examined my cases from this point of view, and while in some of 
them the ovary was closely adherent to the hydrosalpinx, it was not always 
so. Nor is there uniformly any disease to be found in the ovaries, though 
they frequently are cystic. It may be that in this case 6 the left ovary 
and tube were, owing to abnormal development, never separated off from 
one another in the way in which the normal ovary and tube become 
separated, and the adhesions between the ovary and tube then are not the 
result of inflammation at all, but of faulty development. 


The following facts concerning the six cases of hydrosalpinx 
operated on in the London Hospital gynecological theatres between 
January Ist, 1901, and July 31st, 1902, are important. (Cases 1 to 6 
of this series) :— 


. All the patients were married, one twice. 
. All were absolutely sterile. 
. Average duration of married life 10°8 years, 
. Ages 22—45. 
. In none could a history suggesting gonorrhoea be obtained. 
6. In only one could any history of previous illness of an inflammatory 
type be obtained—viz., “‘ rheumatic fever” without joint affections. 
7. In five out of six cases there was no evidence or history of syphilis. 


8. There were no tubercles visible to the naked eye in any of the 
diseased parts removed. 


9. In five out of six cases there was disease of other portions of the 
genital apparatus, generally cystic disease of ovaries in varying degrees. 

10. Symptoms. Case six had none referable to hydrosalpinx except 
scanty menstruation, sometimes with pain. Case 3 had none except 
possibly dysmenorrhcea. Cases 1, 2, and 5 had pain, severe and for many 
years. Case 4 had no symptoms of any severity till approach of meno- 
pause, when she had local peritonitis. 

11. In no case is there any evidence that the hydrosalpinx was a sequel 
of pelvic peritonitis; whenever there was pelvic peritonitis it appears to 


have been consequent on the dilatation of the tube or due to other pelvic 
disease. 


12, There was in no case evidence of hydrosalpinx having been 
previously pyosalpinx. The walls of the dilated portions were all thin. 


Conclusion. The frequent absence of history of previous 
inflammation, though carefully inquired for, coupled with the fact of 
sterility, lead to the suggestion that the condition of hydrosalpinx is 


due to a developmental error, and is not in any true sense due to an 
inflammatory change. 
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I now propose to consider seriatim and in partly tabular form, the 
following points :— 

1. The age of the patients. 

2. Their condition as to marriage, pregnancy, and labour. 

3. History of previous inflammation. 

4. Occurrence of other abnormal conditions in the pelvis side by 
side with hydrosalpinx. 

5. Probable cause of hydrosalpinx in each case. 

6. Symptoms. 
7. Conclusions. 


Age: 


1 under 20—aged 16} 


3 \ 3rd decade 5 


50 ,, 53 respectively. 


2 

5» 34 

} 4th decade 7 
\ 5th decade 5 
2 

20 


Single 2 Married 18. 


Sterility in the Married : 
Absolute = - - - - - 
No children—one miscarriage 
two miscarriages 
One child - - : - 
Two children - - - 
Two Children and one miscarriage 
Three Children - - - - 
One child and three miscarriages - 
Five children - - - - 


Thus out of the 20 patients 50 per cent. were never pregnant, the 
remaining ten became pregnant on 25 occasions altogether. 

The number of years of married life of the absolutely sterile taken 
together was 86 years. In only two cases was the operation 
performed within less than seven years of marriage, and in those two 
the condition at the operation showed there was no chance of the 
patients ever having become pregnant. The average number of 
years of married life in the sterile was nearly 11. Of 9 out of the 10 
who were parous (omitting case 12 as doubtful and past the meno- 
pause) the total number of years of married was 129, giving an 
average of 14, while in these 9 cases the years of absolute sterility 
preceding operation were 85, or averaged over 9 years. If the 
duration of sterility corresponds in any way with the life history of 
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hydrosalpinx, we may conclude that in most cases of my series the 
hydrosalpinx had existed on an average for some 10 years before 
it was removed by operation. 

History of Inflammation immediately following Pregnancy. 
Certainly in two cases, possibly in two other cases there was puerperal 
inflammation, in six there was none. 

Was there any History pointing to Gonorrheal Infection in the 
Parous 10? In one case out of 10 the answer is positive, in two 
doubtful, in seven negative. Thus in three cases there was definite 
evidence of puerperal or gonorrheal inflammation, in three others it 
is doubtful, in one of these the balance of evidence being against 
gonorrhea, while in the remaining four there is absolutely no 
evidence in favour of it. That is, in nearly half of the cases of 
hydrosalpinx occurring in parous women there is no evidence of 
gonorrheal or puerperal inflammation. 

History of Gonorrheal Infection in the Nulliparous. In seven 
out of 10 there is no evidence whatever pointing to gonorrhea, in the 
other three it is doubtful. Putting the 20 cases together, and putting 
cases where there is any reasonable doubt into the scale of 
“ inflammation,” yet 11 out of 20, or more than half, have no history 
pointing to either gonorrheal or puerperal pelvic inflammation. If 
any reliance can be placed upon clinical history, more than half the 
cases of hydrosalpinx cannot be stages of salpingitis due to gonorrhea 
or following on pregnancy. 


Occurrence of Recognised Developmental Errors and other 
Abnormalities side by side with Hydrosalping. 
Cass. 
1. Both ovaries enlarged and cystic, right hydrosalpinx, old slight 
peritonitis. 
2. Left ovary cystic, right suppurating tubo-ovarian cyst, left hydrosalpinx. 
3. Right broad-ligament cyst (ovarian), left hydrosalpinx. 
4. Calcareous deposits in both tubes, cystic right ovary, uterus small, left 
hydrosalpinx. 
6. Left suppurating tubo-ovarian cyst, recent acute peritonitis, right 
hydrosalpinx. 
7. Right cyst of Koblet’s tube, left cystic ovary, double hydrosalpinx, dense 
adhesions, small uterine fibroids. 
8. Right pyosalpinx and left hydrosalpinx. 
9. Double hydrosalpinx. Dense adhesions. 
10. Right hydrosalpinx, left ovary and tube inflamed. 
11. Large sub-peritoneal uterine fibroid, peritoneal adhesions, left 
hydrosalpinx. 
12. Left multilocular ovarian cyst, retroverted uterus, no adhesions, right 
hydrosalpinx. 
13. Left ovarian cyst (simple), right cystic ovary and hydrosalpinx, old 
adhesions. 
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. Left ovarian cyst, right hydrosalpinx, extrauterine foetation. 

. Cyst of right side of vulva previously removed, double hydrosalpinx. 
. Right hydrosalpinx, some adhesions. 

. Double hydrosalpinx. 

. Right hydrosalpinx, slight peritoneal adhesions. 

. Left hydrosalpinx. 

. Hypertrophic elongation of cervix, left hydrohzmatosalpinx. 


What is the bearing of this table on the question of the origin of 
hydrosalpinx. Three main possibilities present themselves. 

1. The hydrosalpinx was a developmental error as much as were 
the other developmental errors, such as ovarian cysts. 

2. The hydrosalpinx was an accident secondary to the other 
diseased conditions. 

3. The hydrosalpinx was merely a stage of an inflammed tube. 

With regard to the second view, I will quote the opening words 
of Dr. Cullingworth’s “ Diseases of the Fallopian Tubes ” :— 
“ Hydrosalpinz. The Fallopian tube in this affection becomes 
occluded at its fimbriated end, usually from a localised peritonitis 
originating in disease of some other part of the pelvis, not 
unfrequently in purulent inflammations of the tube on the opposite 
side. The closed tube subsequently becomes distended with serum, 
thus forming a retention cyst. The tube itself being as a rule 
otherwise free from disease, its walls become stretched and attenuated, 
the folds of the mucous membrane more or less obliterated, and the 
muscular coat atrophied.” In three of the above cases there was 
purulent inflammation of the tube on the opposite side. 

I will proceed to try and sift the evidence on these points in 
connection with the clinical history of each patient : — 


Case 1. Both abdominal ostia were closed. There was hydrosalpinx 
on one side only. Hence something further than mere closing of the 
abdominal ostium is necessary for the production of a hydrosalpinx. 
(Bearing on this point, I remember a case of tubal abortion operated on 
last year in the London Hospital for internal bleeding from the right tube, 
in which the left ostium was closed, but there was no hydrosalpinx). Both 
ostia cannot have been closed prior to conception, 64 years previous to 
operation. The ostia were apparently closed by peritonitic adhesions. 
The patient’s chief symptom, pain on the right side, was of 15 years’ 
duration, possibly due to right hydrosalpinx. The presence of this 
tumour complicating delivery might be enough to cause slight peritonitis, 
which closed the ostium of the opposite tube after delivery. There was a 
history of gastric ulcer and hematemesis. 

Casz 2. The left hydrosalpinx may have been secondary to the right 
tubo-ovarian cyst. It may equally well have been a co-temporaneous or 
even prior developmental error. There was dysmenorrhea for eight years. 
There were acute symptoms due to the occurrence of inflammation and 
suppuration in the right tubo-ovarian cyst for 12 months. There were 
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nine years’ sterility. This is only partially accounted for by a one-sided 
lesion, but completely if the hydrosalpinx was of long standing. The 
tubo-ovarian cyst was practically a primary hydrosalpinx and an ovarian 
cyst. Symptoms dated from a fall eight years before operation. 

Casge 3. There was a right-sided broad ligament cyst, apparently 
arising from the odphoron, and left hydrosalpinx. There was no history 
or sign of previous peritonitis. If closure of the ostium on the left side 
was due to pelvic peritonitis, of which the evidence had disappeared, set 
up by growth of the cyst, we may pertinently ask, why was not the ostium 
of the right tube, which was nearer, closed by it and a right hydrosalpinx 
produced? The theory that the left hydrosalpinx was a developmental 
error, as was the right ovarian cyst, appears less open to objection, and 
here again, if it had existed for 15 years or more, it thoroughly explains 
the sterility. 

Case 4. There was double hydrosalpinx with recent peritonitis; 
menopause symptoms predominated. There was long-standing sterility. 
Advice had been sought soon after marriage, possibly for gonorrhcea, 
possibly for sterility. No history of vaginal discharge or of previous 
peritonitis could be obtained. The patient had “rheumatic fever” 
12 years before operation ; she had been married 24 years before operation. 
A reasonable explanation of the case seems to be that the tubes were 
abnormal for 28 years, causing sterility; at the menopause the hydro- 
salpinges became suddenly larger, and the peritonitis found at the 
operation was due to the pressure of the enlarging tubes. 

Case 5. Previously considered at length. Faulty development 
appears to be the only explanation. There was practically no peritonitis. 
What there was may have been consequent on the diseased condition of the 
tubes, and may have helped to close the ostia. 

Casze 6. Previously considered at length. If the right hydrosalpinx 
was secondary to the suppuration of the left tubo-ovarian cyst, a hydro- 
salpinx can form in about 14 days. I do not think in this case the walls 
of the hydrosalpinx could in so short a time have become as thin as they 
were. 

Case 7. Like case 4, double hydrosalpinx—unlike it, in being 
complicated by many changes in neighbouring organs. The existence of a 
cyst of Kobelt’s tube is interesting as a definitely developmental error. Bland- 
Sutton has called attention to the frequent existence of a cyst of a duct of 
Kobelt or of a hydatid of Morgagni side by side with hydrosalpinx in cases 
of salpingitic closure of the ostia. The fibroids were small. The changes 
in one ovary, though definitely pathological, were not commensurate with 
the denseness of the adhesions. I think these were secondary to the 
hydrosalpinges, of which the right had grown at the expense of the 
mesosalpinx. The slight intermenstrual discharge may have been due to 
the hydrosalpinges. The patient had indulged in very frequent sexual 
intercourse with her husband, but denied any acute vaginal discharge, and 
sought advise because connection was so painful that it had to be limited 
to four times a week. A patient who gave such a history would not be 
likely to deny gonorrhcea if she had had it. In this case I think 
developmental error best accounts for the double hydrosalpinx. 

Case 8. Right pyosalpinx and left hydrosalpinx in a patient recently 
married ; her symptoms date from marriage. Gonorrhca was presumably 
the cause of the pyosalpinx. Was the right tube the first to which the 
gonococcus found access, and did the ostium of the left tube become closed 
by adhesive peritonitis, the remainder of the tube escaping purulent 
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inflammation? (a similar sequence seems to have occurred in case 14) or 
was the hydrosalpinx an event in the course of a salpingitis? 

Case 9. Double hydrosalpinx, dense adhesions. The patient was an 
unmarried servant, aged 163, in whom pregnancy was wrongly suspected. 
On examination three months prior to admission to hospital the hymen was 
found torn, and there was some vaginitis, and a tumour felt, which was 
thought to be the pregnant uterus. I do not know whether she had been 
previously examined. The vaginitis was not acute, and may have been _ 
secondary to the pelvic condition. Presuming it was gonorrheeal, an 
endometritis may either have led to a consecutive double salpingitis, of 
which the hydrosalpinges were a stage, or may have spread through the 
uterine wall and set up a pelvic peritonitis which sealed the ostia of 
comparatively healthy tubes. The diagnosis of ovarian cyst made prior to 
operation would seem to show that the operator did not entertain the 
idea of gonorrhceal infection. There were dense adhesions about the 
hydrosalpinges ; the peritonitis may have been either the cause or effect of 
the tumours. 

Case 10. Right hydrosalpinx, left tube and ovary inflamed. The 
patient, aged 43, had been married 20 years, and had three children, the 
last 16 years previous to operation. The history points to gonorrhea 
between the second and third confinements. Probably this infection set 
up inflammation in the pelvis, resulting in hydrosalpinx on the right side. 
The hydrosalpinx then would seem to have existed for 16 years, and may 
have given rise to some of the discharge complained of. She may have 
been re-infected, but there is no history pointing to anything like repeated 
attacks of pelvic inflammation. This may be a case, similar to those 
quoted by Dr. Cullingworth, in which pelvic inflammation, starting in the 
left tube, sealed the right abdominal ostium. 

Case 11. Large uterine fibroid, left hydrosalpinx in a patient, 
aged 50, married 24 years, with three children, the youngest 17 years old. 
After the birth of the last child she was in bed for six weeks with 
“bronchitis ;” she “simply could not get strong.” Was the left hydro- 
salpinx the result of perimetritis closing the abdominal ostium of the left 
tube, or was it due to actual inflammation of the tube (in either case being 
of 17 years’ duration), or was it of recent formation due to closure of the 
ostium by peritonitis consequent on the growth of the uterine fibroid which 
led the patient to seek advice? The right ovary and tube were, I believe, 
healthy ; there is no note to the contrary. I incline to the view that the 
hydrosalpinx followed the closing of the ostium of a healthy tube soon after 
child-birth. 

Case 12. Large left multilocular cyst, right hydrosalpinx, the tube 
being converted into “several small cysts.” Patient, aged 53, married, 
one child, aged 22, with history of three miscarriages (between three and 
four months of pregnancy), the last coincident with the menopause. The 
possibility presents itself that these were not miscarriages, but simply 
floodings at the menopause following periods of amenorrhea. If they 
were miscarriages, the retroversion of the uterus may have had a bearing 
on the period of pregnancy, at which they are stated to have occurred. 
The right hydrosalpinx had caused no symptoms. Two hypotheses are 
tenable, either the hydrosalpinx was a developmental error, as was the 
ovarian cyst, or it was secondary to the latter, the abdominal ostium being 
closed by peritonitis. With regard to the second hypothesis, as in case 3, 
the question arises, why was not the left ostium, which was nearer to the 
ovarian cyst, closed and a left hydrosalpinx formed? Did the cyst grow 
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too fast to allow of the ostium closing? There was apparently no 
peritonitis observed in this case, so that I prefer the developmental theory. 
This patient was the oldest in my series. 

Case 13. Left ovarian cyst, right hydrosalpinx closely adherent to a 
cystic ovary. Patient, aged 40, married 23 years, one child, aged 21. 
This case shows a stage preceding that of tubo-ovarian cyst. I incline to 
the view that in this case the hydrosalpinx was a developmental error. 
Twelve years before operation the patient had twelve months’ treatment 
for a “prolapsed and ulcerated womb.” I endeavoured, without success, 
to obtain a record of this from the hospital at which she attended. She 
wore a pessary, and had a good deal of vaginal discharge, possibly as a 
result. When seen at the London Hospital prior to operation there was 
slight prolapse of the anterior vaginal wall, and the uterus was in its 
normal position, though partially fixed, and behind it was a swelling “the 
size of a walnut ;” this proved to be the right appendages. Possibly this 
may have been mistaken for the uterine body twelve years before. 

Casz 14. Abdominal feetation, left ovarian cyst, right hydrosalpinx. 
The patient was fertile, and generally had excellent health. The left 
Fallopian tube and upper one-third of the uterus were in relation with the 
thrombosed placenta; the foetus, 15in. long, was in its membranes. The 
ovum would appear to have come from the right ovary and somehow 
reached the left tube, from which the embryo escaped into the abdominal 
cavity (unless it was a primary abdominal pregnancy). In this case there 
was twelve months for the right hydrosalpinx to develop, supposing its 
cause was closure of the abdominal ostium by peritonitis due to the extra 
uterine foetation. This, I think, is the simplest explanation. If it is the 
correct one, it supports Dr. Cullingworth’s observations, already quoted. 

Casz 15. Double hydrosalpinx in a sterile married woman, aged 42, 
with symptoms, notably dyspareunia, for 15 years. A Bartholin’s cyst (1) 
had been removed a few months prior to laparotomy. The only other 
history of note is of a stone in the bladder at 12 years of age. Possibly 
there was cystitis and local peritonitis at that age, causing the closure of 
the abdominal ostia. Possibly there was a developmental defect of the 
tubes. The occurrence of another retention cyst in this patient is 
noteworthy. 

Casz 16. Right hydrosalpinx. To judge from the contents, chocolate 
coloured fluid containing red blood corpuscles and hemin crystals, either 
hemorrhage had taken place into a hydrosalpinx or a hematosalpinx was 
converted into a hydrosalpinx. The patient was aged 32, married 13 
years, had two children, the youngest four years old. At the second 
confinement there was “ adherent placenta ” and post-partum hemorrhage, 
but speedy convalescence. There was one miscarriage, 24 years previous 
to operation, followed by some endometritis for four months. She had 
been comparatively well since, except that the monthly losses were 
offensive, and for a year she had had pain. The tumour probably dates 
from after the miscarriage. The condition would seem to be a later stage 
of that seen in case 20, 

Case 17. Double hydrosalpinx in a woman, aged 31, twice married. 
She had one miscarriage, followed by “endometritis” for four years. 
There seems no doubt that the hydrosalpinges were secondary to either 
perimetritis closing the abdominal ostia, or to salpingitis. One or both 
ostia were of necessity pervious prior to conception. 

Casz 18. Right hydrosalpinx. Woman, aged 30, married ten years, 
with no children, had two miscarriages, the last two years before operation. 
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The right ovary was adherent to the hydrosalpinx. There was no history 
of repeated attacks of inflammation and no menorrhagia till the last five 
months, during which the patient was continually losing a coloured 
discharge. I think some pelvic peritonitis closed the ostium of a tube 
which was not inflamed. The left tube was apparently healthy ; there is no 
note to the contrary. 

Case 19. Left hydrosalpinx. There is a history here of repeated 
attacks of inflammation and excessive monthly loss dating from a flooding 
(probably an incomplete miscarriage) four years before operation. The 
right appendages were normal. The left Fallopian tube was distended to 
the size of the little finger. In this case I think that probably the 
hydrosalpinx was a product of salpingitis. This was the smallest tumour 
in the series. 

Casz 20. Reported in the Obstetrical Society Transactions, Vol. xxxiii. 
Left hydrohematosalpinx in a single woman, of 34. Hypertrophic 
elongation of the cervix was present. The thickness of the walls of the 
tube is unusual. In this case there was a six years’ history of headache 
and bearing down pains. There is no history of peritonitis. There is no 
reason to doubt the patient’s virginity. There was a developmental error 
in the cervix; a developmental error in the tube is a reasonable 
supposition. It is possible that septic infection got in through the cervix, 
which protruded at the vulva. 


Resumé. Thus in nine eases the old view of hydrosalpinx as a 
stage in a salpingitis cannot be absolutely disproved, for the condition 
followed intrauterine pregnancy or gonorrhea. In only one of these 
do I think the balance of evidence is definitely in favour of that view. 
In the other eight, I think, the evidence is in favour of a peritonitic 
closure of the ostium of a healthy tube in the way suggested by 
Dr. Cullingworth. In 10 cases my opinion is that the tumour was 
a retention cyst, a tumour sui generis, independent of neighbouring 
organs and due to faulty development. In case 14 the hydrosalpinx 
seems to have been due to peritonitic closure of the tube following 
extrauterine gestation. 

Symptoms. The abstract of cases shows that uncomplicated 
cases of hydrosalpinx are rare. Some definitely are symptom- 
less until some accident supervene, such as sudden enlargement 
of the tumours, or pelvic peritonitis, or growth of another 
tumour. Pain in the hypogastrium and vagina is by far the most 
prominent symptom. In some there is pain at the end of 
menstruation. Dyspareunia and dyschezia are fairly common, as is 
congestive dysmenorrhea. Menorrhagia is exceptional, irregularity 
of menstruation is exceptional. Menstruation is commonly scanty in 
cases of hydrosalpinx; in fact, No. 19, where there were frequent 
attacks of pelvic inflammation, is almost the only marked exception 
to this rule. This single point would make one chary of accepting 
the view that hydrosalpinx is merely a stage of a salpingitis. 


240 Journal of Obstetrics and Gynaecology 


Inregular and excessive menstruation is one of the most constant 
symptoms of salpingitis. 

Concluding Remarks. That hydrosalpinx is a retention cyst most 
authors agree. That some cases are little more than a catarrhal 
salpingitis with an excessive amount of fluid retained, I am disposed 
to admit. That some are due to an cedematous condition in final 
stages of kidney disease is also probable. That some are due to 
peritonitic closure of the tube, otherwise healthy, seems to be true. 
But I believe that it may be found that many of those cases in which 
the appearance of the ostium is such as is commonly described as due 
to “ salpingitic ” closure of the tube * are cases of impervious ostia 
due to faulty development. It is in this class of case that Mr. Bland- 
Sutton had pointed out that a small pedunculated cyst is often 
present, whether due to a hydatid of Morgagni or Kobelt’s tube he 
does not know. At least I would insist that the clinical history in 
too large a proportion of my cases to be negligible is not the history 
of a salpingitis, is often marked by an absence of symptoms, and the 
symptoms which are present are such as are found in cases of mal- 
development, namely: sterility, pain, seanty menses, dysmenorrhea, 
dyspareunia. 

*See “On Closure of the Ostium in Inflammation and Allied Diseases of the 
Fallopian Tube,” by A. Doran, Trans. Obstet. Soc., Vol. XXXI. The two conditions, 
perimetritic and salpingitic closure of the tube, are represented in Figs. 6 and 7 


(p. 858). The original specimens are in the Pathological Collection of the Royal 
College of Surgeons, Nos. 4,564a and b. 
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CRITICAL REVIEW. 


CONSERVATIVE SURGERY OF THE TUBES 
AND OVARIES. 


By FLORENCE NIGHTINGALE BOYD, M.D., Senior Surgeon to 
the New Lospital for Women, London. 


THE conservative surgery of the tubes and ovaries now covers such 
wide ground that it is well, at the outset, to define the limits of the 
present paper. The operations to be discussed aim at preserving a 
portion of the diseased organs under circumstances where formerly 
total ablation was practised. Such are the freeing of adherent 
structures, the suspension of displaced appendages, resection or 
opening up of diseased or occluded tubes, and resection or 
ignipuncture of diseased ovaries. It is not proposed to enter upon 
the question of vaginal incision and drainage of suppurating tubes 
and ovaries—a truly conservative procedure——as opposed to abdominal 
excision of pus sacs, whether tubal or ovarian. This would involve 
considerations which are outside the scope of the present enquiry. 
In considering the conservative surgery of the appendages we are 
met, at the outset, by the difficulty of the close association of two 
entirely different organs, the ovaries and the tubes, both concerned, 
yet in very different ways, with the functions of menstruation and 
reproduction. The same disease frequently involves both, yet may 
occur in either independently of the other; while other diseased 
conditions, such as new-growth, may attack one set of organs and 
leave the others healthy. It is consequently impossible to treat them 
quite separately, and most writers who have furnished statistics and 
accurate accounts of conservative operations have necessarily massed 
together those on the tubes and those on the ovaries. Yet it is quite 
clear that these operations are of varying degrees of severity. 
A foreshadowing of conservative procedures is seen in a case operated 
on by Sir Spencer Wells! in 1864, where, having done ovariotomy on 
one side, he found a cyst of the opposite ovary, which he contented 
himself with puncturing, the patient later passing through normal 
pregnancies. Martin, of Berlin, had a similar solitary case in 1879, 
followed by conception, and Schatz? saw a conception follow the 
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leaving of part of an ovary in the pedicle in a case of double 
ovariotomy. 

The first definite work in this direction was done by Schréder,' 
who in 1884 brought forward five cases of resection of the ovary and 
one of the tube. In all five a tumour requiring ovariotomy existed 
on the one side, with a smaller cyst on the other, two of these smaller 
cysts being dermoids. In all five some healthy ovarian tissue 
remained. The cysts were excised, and the ovarian tissue sutured. 
One—a bleeder—died of hemorrhage. The tube operated on was a 
hydrosalpinx adherent to a left-sided dermoid. It was opened, 
emptied and cleansed with a 3 per cent. carbolic lotion, a piece of the 
wall excised, and the mucosa attached to the serosa by six stitches 
(salpingotomy). The patient made an uneventful recovery. This 
paper of Schréder’s led the way to further work in Germany, and in 
March, 1889, Martin, of Berlin, read a paper on the same subject 
before the Association of Berlin Surgeons,‘ in which he supported 
Schréder’s views, and reported 10 cases of resection of ovary and 
seven salpingotomies, drawing special attention to the immediate 
result of operation—the occurrence of pain or exudation during 
convalescence—and the late results as shown in continued function 
(menstruation, conception) or in recurrence of symptoms, either 
slight and temporary or severe and needing secondary operation. He 
noted that in a case where he resected the tube for hydrops and the 
ovary for cystic degeneration with one cyst the size of an apple, 
a secondary operation was necessary four years later, and he then 
found adhesions round the resected ovary, and the end of the resected 
tube again occluded and dropsical, while the uterine end contained 
a localised collection of pus quite shut off and free from organisms. 
He attributed the tubal abscess to a fresh infection. From a study 
of these results he came to the conclusions that :— 

1. Partial extirpations of circumscribed ovarian disease (new- 
growths, dropsy of follicle, chronic odphoritis) and resection of atresic 
or otherwise diseased tubes are not a source of danger during 
convalescence. 

2. The late history of 17 patients shows that such women with 
resected ovaries and tubes are not in greater danger of disease of these 
organs than other women. 

3. In such cases menstruation continues, and the possibility of 
conception remains. 

Consequently, while he advocated the removal of totally 
degenerated organs, he would preserve any healthy part. 

Later in the same year Skutsch® published a case in which he had 
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somewhat varied the operation on the tube introduced by Schréder, 
in that, after having separated adhesions and punctured a dilated 
tube to determine the nature of the contents, he incised and emptied 
it and cut an oval piece out of the wall before suturing the mucous 
to the serous coat, afterwards passing a probe through into the uterus 
to make sure that the tube was patent. He was careful not to use 
antiseptics to the cavity or to sponge out the peritoneum, thinking 
thus better to avoid the formation of fresh adhesions. This operation 
he proposed to call salpingostomy. It was performed on a patient of 
28, married nine years, whose complaint was of pain, menorrhagia 
and sterility. Her convalescence was uneventful. She had no pain 
from the day of operation, menstruation became regular, less profuse 
and painless. At the time of the report no pregnancy had occurred. 
Ife laid stress on the serous contents of the tube, and thought that 
where pus was present complete excision was the right operation, 
unless it might be possible to sew the ends of such tubes into the 
abdominal wall, and then open and drain them, with the idea of 
freeing them later and returning the open end into the abdomen or 
suturing it to the ovary. These suggestions seem to have been acted 
on later on by Schauta and Gersuny. 


In 1891 Zweifel® objected to the operation of salpingotomy for 
hydrosalpinx, that the artificial opening would not remain patent, 
the lips of the incision tending to roll in again, even during 
operation. He also recorded a case of death where, after removing a 
pyosalpinx on one side, he incised a hydrosalpinx, evacuated the 
contents (clear serum) and opened up the ostium abdominale from 
within, dusted with iodoform and closed up the incision. The patient 
died on the sixth day of septic peritonitis. The post-mortem here showed 
the tube open. As this was his only case of death in 77 salpingo- 
odphorectomies, he considered that infection had spread through the 
open end of the tube, and drew the conclusion that salpingostomy 
was in place only where disease of the mucous membrane was no 
longer active. This case was afterwards frequently quoted by 
opponents of conservative operations on the tubes (e.g., Landau), 
though it is more than doubtful whether the infection of the 
peritoneum did not result from spilling of pus in removing the 
pyosalpinx. Even dusting with iodoform seems as probable a source 
of infection as a hydrosalpinx. 


Martin followed up his first paper by a second, read at Bonn, in 
1891, with a report of further cases. In the discussion on it the 
following objections were raised to conservatism : — 
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1. The difficulty of a second operation from adhesions about a 
resected ovary (Zweifel). 

2. The danger of infection of the peritoneum from the open tube 
(Zweifel, who, however, was not altogether against conservative 
operations, and later did a good deal of work in this direction). 

3. The possibility of the development of malignant disease in the 
apparently sound ovary left (as in a case reported by Hegar, where a 
cystoma, which later proved to be malignant, was afterwards removed 
on one side; the patient gave birth to a deformed child, and was 
found to have an inoperable sarcoma of the remaining ovary). 

4, The possibility of the occurrence of extra-uterine pregnancy if 
the uterine end of an opened up tube were not pervious (Chrobak), 
and the abdominal opening so large that the ovum would probably 
not remain in a tube whose cilia had perished (Landau). These 
hypothetical considerations were not supported by any pathological 
evidence, nor have cases been recorded later which support such a 
view, unless possibly the case of Palmer Dudley’s, referred to later 
on (p. 253). 

Two years later, at Breslau, Schauta?® read a paper on his own 
experience of 216 cases of gonorrheal, streptococcic, and staphylo- 
coccic infection of the appendages. He chose his cases for operation on 
definite lines, the indications being the presence of severe symptoms 
with certain anatomical changes which preclude a permanent return 
to the normal. If the tube showed only thickening to the size of the 
finger he did not advise operation, but where large collections of pus 
were present, even though symptoms might be absent or slight, he 
did. He also detailed his method of examining for organisms in 
the course of operation. With regard to conservative procedures on 
the cases thus carefully chosen, he incised and drained per vaginam 
such tubes as lay close to the vaginal surface, but for radical opera- 
tions he used the abdominal route. Salpingostomy he limited to 
cases where the innocent character of the fluid seemed probable 
beforehand and was confirmed during operation by bacteriological 
examination. Hence only tubes with serous contents were so treated, 
and these only if no bacterial pus from another focus had escaped 
into the pelvis during operation. He feared in such cases that fluid 
poured out from the open tube might prove a suitable nidus for the 
development of organisms (a possible explanation of Zweifel’s fatal 
case). His views on conservation of the ovary in inflammatory disease 
of the adnexa are referred to further on in connection with 
Waldstein’s (p. 248). 

In the discussion upon Schauta’s paper, Martin gave as his results 
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in 42 cases of resection of tubes: 34 complete cures, 4 partial cures, 
2 deaths, 1 pregnancy. In 27 cases of resection of ovary he had 
1 death and 8 pregnancies. He pointed out that even one single case 
of pregnancy disposed of Pozzi’s theoretical objection that a resected 
tube was incapable of passing on the ovum. The objection that 
opening up of the tube might lead to fresh gonorrheeal infection of 
the peritoneum, he met by carefully protecting the peritoneum when 
opening a tube and by choosing only non-suppurating tubes of 
moderate size. Zweifel’s!° practice and results in his Klinik at 
Leipzig, were detailed by his assistant Abel.!! For salpingostomy, the 
tube was opened at the abdominal ostium, and left only if (1) there 
was no suspicion of pus; (2) the lumen of the tube was found to be_ 
pervious throughout; (3) ciliated epithelium was present. He gave 
the results of six salpingostomies, and three resections of the ovary 
where the tubes were healthy. Of these nine, one had died of septic 
peritonitis, referred to at a previous discussion, the other eight made 
an easy recovery; seven remained well, and one had trouble from an 
adherent retroflexion. Abel did not attribute this, apparently, to 
recurrence of influence about the appendage, for he said that eight 
showed no recurrence. There had been- no conceptions. Zweifel 
also left a resected ovary, if he could, while removing both tubes where 
one contained pus. The method adopted was excision of the diseased 
part of the ovary and suture of the remaining, or ligature below and 
removal of the diseased portion with the thermo-cautery. It was 
necessary to leave one-third to a quarter of the normal ovary in order 
to allow for atrophy of the part near the ligature, the special object of 
preserving the function of menstruation being remembered. He had 
done 14 such resections of ovary, at an average age of 25; one was a 
failure and complete amenorrhea resulted; two failed likewise 
because too little ovarian tissue was left; the remaining ten men- 
struated regularly, but with pain. Nearly all had some climacteric 
trouble at first. One only showed an alteration in disposition and 
became wayward and irritable; several complained of loss of memory, 
none of loss of sexual desire. None showed atrophy of the uterus or 
other parts of the genital tract. One developed a perimetrie exuda- 
tion which later underwent almost complete absorption, one needed 
a secondary laparotomy for recurrent pelvic peritonitis. 

In addition to these valuable statistics of results furnished by 
Martin and Abel, Frommel, of Erlangen, was able to give the post- 
mortem appearances, 12 days after operation, of a carefully sewn 
tubal opening which he found reduced to a mere slit. He spoke in 
favour of salpingostomy for tubes wiih serous contents as relieving 
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symptoms, but thought that the conditions after operation rendered 
pregnancy very unlikely. Chrobak,!* in the able and thoughtful 
paper on the results of operations on the adnexa, which he published, 
in the same year as a sequel to the discussion on Schauta’s paper, 
makes no direct mention of conservative methods, so that it is to be 
presumed he retains his earlier expressed opinion against them. 

Mackenrodt,!5 in demonstrating, in June, 1894, to the Gesellschaft 
fiir Geburtshilfe and Gynikologie, in Berlin, a patient three months 
pregnant a year after double salpingostomy for bilateral hydrosalpinx 
with extensive adhesions, referred to 13 cases, in two of which 
pregnancy had resulted. He lays down as necessary conditions for 
successful operations : 

1. Serous contents of the tube. 

2. The artificial infundibulum must resemble the natural by 
moderate ectropium of the mucous membrane. 

3. The artificial infundibulum must be brought into, and kept in, 
close relation to the ovary. 

On the same occasion Matthei,!® after giving a summary of the 
work done in conservative surgery of the ovary, and the opinions held 
up to that time, mentioned six cases of resection of the second ovary 
for small cysts in young patients, where it had proved necessary to 
remove one ovary for larger growths; two were cases of cystoma, four 
of dermoids. Of these five conceived, and had no difficulty in labour, 
and one was unmarried. All menstruated regularly. There were no 
recurrences up to date, after 15, 4, 3, 2, and 1 year respectively. He 
thought conservatism justified : 

1. For simple cysts, either by puncture or resection. Ignipuncture 
he regarded as suitable only for retention cysts. 

2. For innocent dermoid cysts. To Fritsch’s objection that 
microscopic cysts may be left behind and may lead to recurrence, he 
replied that it was doubtful whether such would develop, and that in 
any case the innocent nature and slow growth of dermoid tumours 
were favourable for a second operation, if necessary. 

3. For double disease of an innocent nature in young women, if 
part of the ovary appears normal. If the microscopic examination of 
the excised piece raises suspicion a second operation must be resorted 
to. Conservatism is contra-indicated where there is any idea of 
malignant disease and in women near or past the climacteric. 

In the discussion Veit advocated conservatism in operations for 
ovarian tumour in young women and recorded good results as to 
conception. With Martin he was against ignipuncture as insufficient 
except for small retention cysts. If there were extensive follicular 
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degeneration complete removal was called for. Diihrssen spoke in 
favour of ignipuncture. Later we find Diihrssen?* advocating the 
vaginal route for both ignipuncture and salpingostomy. 

An adverse case was recorded by Odebrecht** in the following 
year in demonstrating the left appendages of a young sterile woman 
subjected to laparotomy two years earlier in the Leipzig Frauen 
Klinik, when the right appendages were removed and asalpingostomy 
done on the left side. Recurrence of symptoms had necessitated the 
removal of a left pyo-salpinx and pyo-ovarium. 

Gersuny,!® in 1896, brought before the Gesellschaft fiir 
Geburtshilfe und Gynikologie, in Vienna, a new procedure, in 
accordance with a suggestion made by Skutsch. He removed a left 
tubo-ovarian cyst from a patient of 25, and incised the occluded and 
dilated right tube; the contents were dark, thin, blood-stained fluid, 
and the walls of the sac lined with smooth mucous membrane. He 
stitched the healthy ovary into the hole so made without testing the 
permeability of the tube. The patient conceived three months later. 
Gersuny’s views on partial extirpation of the ovary are given in a 
paper published in 1899.9 His first case was done eight years 
previously—a large cyst removed on one side and the other ovary 
resected for a cyst the size of a walnut. The patient became 
pregnant, but aborted at the fifth month. Since then he had had 
several other cases. He reported two cases of dermoids, one in his 
own, one in Fleischmann’s practice, where one ovary was removed 
and the other resected for a tumour the size of a hen’s egg. His own 
case menstruated regularly, and Fleischmann’s became pregnant, and 
went to term. He concludes that where an ovary can be resected 
without ill result, double castration for tumour is unjustifiable. 
Suitable cases for conservatism are simple cysts and dermoids, while 
carcinoma and papillary growths contra-indicate it. He asks for 
further investigation as to how far resection is justifiable for cystoma 
of a non-papillary character, and how far tumours that do not tend to 
recur render the ovary functionless, and consequently useless; 
further, whether there are any immediate dangers in resection that 
castration avoids. As bearing on the effects of tumours on the 
function of the ovary, Gottschalk’s specimen” of a dermoid cyst of 
the right ovary with corpus luteum, removed from a young pregnant 
woman of 21, is important. 

With regard to the later course of cases treated conservatively, 
Fischer,?! in 1900, reports a case of vaginal section for inflammatory 
disease with removal of the left appendages, right tube and greater 
part of right ovary, the portion left being apparently healthy. Five 
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months later the patient returned with symptoms suggesting 
exudation about the right adnexa. Under observation an induration, 
the size of a walnut, increased in a year from the operation to the size 
of the fist and developed a cystic consistence. When it was removed 
by laparotomy, three years after the primary operation, it was a 
bilocular cyst, containing red-brown tenacious fluid and universally 
adherent. The nature of the cyst was not clear; it had no epithelial 
lining, and remains of ovarian tissue were found in the base. Fischer 
thinks it allied to the follicular cysts, and certainly not a new-growth. 

Waldstein 2? draws attention to cystic degeneration of ovarian 
remains recorded, previously to Fischer, by Schauta, and adds to 
them two more cases from Schauta’s Klinik. In all four the adnexa 
were removed for inflammatory disease by difficult operations; in two 
the removal was piece-meal. After operation, in the course of weeks, 
months or years, cystic swellings developed, lax, adherent to the 
vaginal scar, varying in size from a goose-egg to an apple. In two 
cases small-cystic degeneration of the ovaries was noted during 
operation. Waldstein assumes that either part of the ovary left 
behind was already attacked by cystic degeneration, or, that ovarian 
tissue, normal at the time of operation, degenerated as a result of 
inflammatory trouble (adhesions) round about. Two cases had no 
subjective symptoms and two had very severe pain, necessitating 
laparatomy ; all the patients had menopausic symptoms. Waldstein, 
following Schauta, maintains that leaving an ovary behind (either 
voluntarily or involuntarily), does not generally prevent menopausic 
symptoms, but defers them only for a period until the ovarian tissue 
perishes by atrophy or cystic degeneration, and that even granting 
they do prevent such symptoms, ovarian remains may prove a fresh 
source of trouble to counterbalance this advantage, and may even 
necessitate further operation. 

Martin’s results® of resection of the ovary as given in the most 
recent edition of his Krankheiten der Kierstécke are important in 
this connection. He records 14 cases of resection for new growth 
with 1 recurrence, 67 cases of resection for chronic odphoritis with 
4 recurrences, 48 cases of incision and excision of hydropsical follicles 
with 6 recurrences. In all, the second operation was without difficulty 
and the patients had had a period of good health before recurrence, 
although the first operation was complicated by chronic peritonitis 
and salpingitis. He claims a satisfactory result in 19 per cent., the 
remainder suffering from recurrent pelvic peritonitis; 19 per cent. 
of his resections have become pregnant. 


A conservative operation on the tubes, of a different type, is 
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presented by Thomson? in a paper on the conservative treatment of 
inflammatory tumours of the adnexa. He had tried ligature of the 
vessels, with the view of causing atrophy in a case of bilateral sal- 
pingitis, where the tubes were the size of sausages, covered with 
miliary tubercle and too adherent for removal. He placed ligatures 
round the outer end of the tube and the infundibulo-pelvic liagment ; 
five months later there was considerable diminution of swelling, 
while the periods returned without pain. At the end of two years 
the tubes had wasted to mere strands and the ovaries were small and 
hardly to be felt. How far this effect was due to the mere opening 
of the abdomen (as in other tubercular lesions), or how far to the 
cutting off of nutrition is not clear. 

The work of the French surgeons has been until quite recently 
directed chiefly to the preservation of the ovary. Amongst the 
earlier supporters of simple freeing operations on the appendages 
were L. Championniére *? and Terillon. Pozzi’s** first published work 
on conservative operations on the ovary is the communication he 
made to the Academy of Medicine in 1893. The method he first 
adopted was a wedge-shaped excision of the diseased portion and 
suture, with catgut or fine silk, of the healthy part left. Ie further 
fixed by suture the pavilion of the tube to the resected ovary, in 
order to prevent separation of the two organs by future adhesions. 
This he regarded as specially important where adhesions had existed 
previously. The latter operation he termed salpingorrhaphy. Ue 
raised the questions: In resecting an ovary is there a danger of 
leaving part of a diseased organ, or one liable to become so ?—1.c., is 
there danger of recurrence? Is it possible, by resection, to preserve 
a useful organ, having in view the mere complicated operative 
procedure? He claimed that his experience enabled him to give a 
favourable reply to these questions, and considered that conservatism 
could safely be practised where : — 

1. The tube is healthy and pervious. 

2. The disease of the ovary is partial and limited—i.e., where 
solitary cysts or dermoids exist, in the early stages of proliferating 
cysts, in the presence of large follicular cysts and cysts of the corpus 
luteum. 

3. In small-cystic disease if the part of the ovary in the neigh- 
bourhood of the hilum is healthy. 

He had recently adopted the method of ignipuncture for 
disseminated cases, and claimed that it was quicker and more 
efficacious than resection. He opened each cyst with the cautery, 
and insisted that where there was diffuse oedema it was necessary to 
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penetrate deeply into the stroma, claiming to modify thus the diffuse 
“embryonic proliferation.” 

The objection made by Martin that there is a danger of thus 
giving use to cicatricial islets on the surface or deep in the ovary, 
and so favouring the development of fresh cysts by hindering the 
normal development of the Graafian follicles, he answers by quoting 
his results, and goes on to say that there is no suppuration and no 
formation of slough, for the process is an aseptic one. On the 
contrary, the irritation by ignipuncture favours (possibly by bringing 
a better supply of blood) the absorption of any sclerosis already 
existing in the tissues. He thinks ignipuncture is not likely to 
favour the formation of Graafian follicle cysts, arguing that the 
follicles are closed, and are not glands with ducts which might 
presumably become stenosed. The follicle is either destroyed or 
allowed to develop. He gave 12 cases, six of resection and six of 
ignipuncture, in all of which an easy convalescence followed. In 
11 pain was abolished or diminished; in one, a hysterical case, there 
was no benefit. These results, he claimed, were at least as good as after 
total extirpation, while the function of menstruation was preserved. 
These views of Pozzi’s are familiar to British gynecologists from his 
papers at the British Medical Association meeting at Newcastle > and 
at the International Medical Congress at Rome. He there mentioned 
that he had given up resection in chronic oéphoritis for ignipuncture. 
Puncture only he thought insufficient, as the cysts would fill again 
unless their lining were destroyed. Larger cysts he opened and 
cauterised after cutting away their thin wall. His views appear since 
then to have undergone little modification, but in the 1897 edition of 
his Traité de Gynécologic he gives the number of cases operated on 
up to that time as 49 with no death.*° His pupil, Donnet,?’ in his thesis 
of 1895, investigated the later results, excluding from his enquiry 
recent cases that had not at least a six months’ history. He obtained 
particulars of 22; 13 showed complete cure, and of these four had 
become pregnant—three to term; four experienced much relief, one 
temporary relief only, and two no benefit (needing a second 
operation). Up to the time Pozzi wrote three more had become 
pregnant. 

Pozzi’s views have obtained a good deal of support in his own 
country, and also in Switzerland (P. Miiller), and in America (Sher- 
wood Dunn*’), while Diihrssen,?® in Germany, and Rouffart,?? in 
Belgium, and Goldspohn,*? in America, have advocated ignipuncture 
by the vaginal route. 


In a recent paper on bilateral ovarian dermoids by R. Loewy 
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and P. Guéniot,?° the authors advocate excision of the tumour, leaving, 
if possible, part of the ovary, and point out that dermoid tumours are 
sharply differentiated from the surrounding ovarian tissue. They 
quote Matthei’s three cases all with ensuing pregnancies and add 
a case of Terrier’s, where he removed from a biparous patient a 
dermoid of the right ovary, the size of a foetal head, and from the 
left, one the size of a nut—this ovary he resected. The patient 
passed through a normal delivery two years later. 

While practising salpingorrhaphy after the freeing of a non- 
occluded tube from adhesions, Pozzi and his pupils early declared 
themselves against partial operations on the tube, on the ground 
that salpingitis severe enough to lead to occlusion at the abdominal 
end must necessarily so damage both muscular and mucous coats 
as to render them incapable of the function of passing on the ovum. 
It might be thought that the recorded cases of pregnancy following 
salpingostomy, and more especially Gersuny’s case, referred to in 
detail by Pozzi?* himself, were sufficient answer to this theoretical 
objection, as Martin showed, but in spite of such evidences he adheres 
to his original point of view, saying: “I have but little confidence in 
the utility of this so-called conservative operation.” It would, how- 
ever, seem that his practice in this respect has undergone some modi- 
fication, for Kahn,*! in his thesis of 1901, reports 9 conservative opera- 
tions on the tubes from Pozzi’s clinic. Of these 9 were resections, 
3 salpingostomies; all were cured. 

The first salpingostomy in France seems to have been recorded by 
Delbet, in 1885, and he was able to report it as followed by 
pregnancy. 

Clado’s work on the tubes, which began in 1896, was described by 
his pupil l’Ayroles *4 in his thesis in 1899, under the name of salpingo- 
ovaro-syndése. This operation is a modification of Gersuny’s, and 
consists in the formation of a new pavilion after resection of the tube, 
and, if necessary, the ovary, and suture of the ovary into the new 
tubal ostium. A full account of the later work done on the tubes is 
given by Kahn in his thesis. 

In America Dr. Polk*> in a paper read before the American 
Gynecological Society, in 1887, advocated the freeing of adherent 
tubes and ovaries in some cases, and fixing them so that previously 
adherent surfaces were separated, to prevent further adhesions. He 
did not at this time lay down definite rules as to the cases suitable 
for this form of treatment. He reported eight cases, seven of which 
were satisfactory, and one relapsed. He expressed little hope of re- 


storation of function as evidenced by pregnancy, but looked for relief 
18 
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of symptoms and avoidance of “mutilation.” In the discussion 
following he received little support for his conservative proposals, 
but in the following year (1888) Munde** published a paper advocat- 
ing in addition to Polk’s procedure, catheterization of the tube 
from the abdominal end, and washing it out with a warm 1 in 5,000 
solution of perchloride of mercury. In May, 1901, Polk*’ reported 
to the obstetric section of the American Medical Association, at 
Washington, 42 additional cases, classified according to the con- 
servative method adopted. Of his 50 cases, 48 made good recoveries 
from the operation and two died. With regard to later results he 
could report on 45; 38 gave a favourable account of themselves, 7 an 
unsatisfactory one. Some of these unsatisfactory results he attributes 
to faulty technique or to avoidable accident (criminal abortion), three 
became pregnant (one twice), with two living children and two 
miscarriages (one criminal, one the result of a fall). 

As a result of the experience thus gained Polk made the following 
suggestions for guidance in conservative treatment :— 

1. That the condition of the ovary as determined by exploratory 
laparotomy should rule the procedure adopted. If necessary for 
diagnosis the ovary must be incised. 

2. If the ovary contained pus, it should be removed with the 
corresponding tube. 

3. If the tube contained pus, serous fluid or blood, while the ovary 
was free from suppuration or degeneration, both might be removed, 
or the tube partially amputated and the ovary left. 

4. Localized cysts of the ovary and enlargement of the ovary from 
congestion do not call for total removal. 

5. Non-occluded tubes, unless communicating with an abscess 
cavity need not be removed. 

6. Tubes occluded at the abdominal end, and not containing pus 
or old blood, may be opened, disinfected, and outer and inner coats 
united and dropped. 

7. Adhesions about the appendages do not per se call for removal 
of organs, unless the appendages are seriously damaged in the pro- 
cess of freeing. 

Polk’s initiative has been widely followed up in America, and 
from amongst the many who have worked on conservative lines 
valuable reports have been presented by Sherwood Dunn, in 1897, 
Ries,*° of Chicago, in 1898, Burrage,“! in 1900, and Goldspohn, in 
1901. Kelly also has shown himself an ardent advocate of conserva- 
tive measures, and by his example and writings has done much to 
urge their claims upon the profession. 
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Sherwood Dunn, a pupil of Pozzi’s, followed closely the indications 
and methods which Pozzi laid down. He reported two cases of 
resection of the ovary, followed by pregnancy. In the ensuing 
discussion, the experience of operators as to the need for secondary 
operations after conservative procedures on the ovary varied greatly. 
Mann, in 100 cases, had never found a secondary operation necessary, 
but one of his cases had come into the hands of Van der Weer for a 
second operation, when the resected ovary was found adherent to all 
the surrounding structures. Van der Weer had had a similar case of 
adhesions in his own practice, and had several times needed to do 
a secondary operation. Rufus Hall and Maxwell had had the same 
experience. 

Ries, in his paper, read before the Illinois Med. Soc., advocates 
plastic operations on the tubes for the following conditions :— 

1. Benignant tumours—i.e., adeno-myomata. He advises excision 
of the growth with suture of the healthy part of the tube into the 
uterine cavity as practised by Dr. Watkin, of Chicago, for myoma in 
the uterine end of the tube in a case where the appendages of the 
other side had already been removed for pyosalpinx. The patient 
miscarried some months later, thus bearing witness to the patency of 
the salpingo-hystero-anastomosis. 

2. Tubal pregnancy. If the ovum is in the outer end of the tube 
he recommends amputation of the outer end; if in the mesial or inner 
portion, incision of the tube with enucleation of the products of 
conception and suture of the opening. 

3. Inflammation. Where there is no pus and no sign of active 
inflammation, but rather the results of inflammation are present. He 
advises here salpingostomy, with or without suture of the ovary into 
the window in the tube. 

Ile had done 20 cases himself, but had seen no pregnancy. He 
makes the important observation that in three cases of removal of the 
appendages where, after the lapse of years, it was found necessary to 
remove the uterus, the tube stumps remained patent. He does not 
state whether the tubes had been ligatured or merely amputated. 

Palmer Dudley, in 1898, reported 103 cases to the American 
Gynecological Society, in Boston. His results are incorporated in 
the larger number of 127 cases of bisection and resection of the 
ovary, which he brought up at the Congress of Gynecology, in 
Amsterdam, in the following year. Of these 20 became pregnant. 
In one only, where half of each ovary was removed, was a secondary 
operation necessary for pelvic hematocele within a year. He 
maintained that there was no sign of its being due to extra-uterine 
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pregnancy, but he had to remove the left appendages entirely. The 
right ovary was covered in by adhesions which were curetted away, 
and the tube stump freed from a silk ligature that encircled it.“ 
Within a year she conceived. Here the tube must have remained 
patent in spite of ligature. He recorded also a recent case of 
implantation of the ovary into the uterine wall. So far the patient 
had menstruated, but the after history is very short. 

Goldspohn *3 published his results in 1901. He practises resection by 
vaginal celiotomy, by median laparotomy and by the inguinal route. 
He concludes that 86 per cent. of the median abdominal and 88 per 
cent. of the inguinal were cured, while 3} per cent. were complete 
failures. In judging his statistics it is quite clear that, although he 
does not definitely state that he used the inguinal route for non- 
adherent retroversions only, that the cases operated on by this method 
were of a much less severe nature than those operated on by the 
median incision. He thinks that partial preservation of the ovary 
should be the rule. 

1. In operations for follicular cysts or cirrhotic indurations 
(chronic inflammatory changes). 

2. In extirpating parovarian cysts, dermoid and fibroid tumours. 

3. In carefully chosen cases of non-papillary and non-malignant 
glandular cystomata. 

Boldt ** gives a case in the American Journal of Obstetrics for 
1900, where after removal of a large colloid cystoma from a girl of 
22, he excised a dermoid from the other ovary, the present writer has 
had a similar case, and the procedure has no doubt been widely 
practised without any record of the cases being available. 

An interesting observation is furnished by Coe,*5, who, in 1896, 
removed the left tube and ovary of a patient. In March, 1899, at a 
second operation, he resected the tube and left ovary. In November 
of that year a tumour of the right ovary was palpable, and on 
operating a third time in February, 1900, a simple follicular cyst of 
the right ovary was found, while the stump of the resected tube was 
healthy. Waldo and McEmmet had three times seen similar cysts 
in the stump of a resected ovary. 

When we come to enquire into the work done in this direction in 
Great Britain it is difficult to acquire accurate information, as so few 
results have been published. Doran, in 1889, spoke with favour of 
salpingostomy as suggested by Skutsch, but pointed out that it was 
justifiable only in a restricted number of cases, depending on the 
stage of salpingitis at the time of operation. In advanced stages of 
the disease he regarded the tube as so spoilt as to be incapable of 
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function. In his inaugural address to the Obstetrical Society in the 
year 1899 he recommended unilateral operations where the disease 
was limited and freeing of adhesions, but did not refer to resections 
of ovary or tube. In a report to the Obstetrical Society 4” of a case of 
double hydrosalpinx without salpingitis, where he left one ovary, he 
expressly stated that he considered, but did not do salpingostomy, 
because he had reason to fear the presence of gonococci in the tube. 
In the discussion at Newcastle on Pozzi’s paper Cullingworth ‘** 
expressed approval of conservative operations on the ovary, but 
condemned those on the tube as useless, and in his inaugural address 
on the treatment of inflammatory disease, at Edinburgh,** in 1898, 
he saw in the pathological fact that an ovary undergoing cystic 
degeneration was more liable to be attacked by secondary infection 
and suppuration, a reason for early removal in the presence of general 
inflammatory disease in the pelvis. 

Taylor,°* in 1893, had already practised enucleation of broad 
ligament cysts with a view to preservation of the tube and ovary. 
Macpherson Laurie,5° in a paper read before the British 
Gynecological Society, in 1899, summed up against partial operations 
in favour of total ablation. Furneaux Jordan,®! in the same year, in 
a paper on the after-effects of the removal of appendages, speaks 
incidentally with approval of conservative methods in operations for 
inflammatory disease, to preserve the chance of pregnancy. Herman 5? 
has practised both resection and ignipuncture of ovaries, but so far he 
has not published the results of his experience. The latest edition of 
his text-book probably gives the conclusions he has come to, and, 
although he refers to resection of ovaries for severe ovarian pain and 
chronic odphoritis, it is without enthusiasm. We gather that he has 
been disappointed in the results. In speaking of abdominal 
section with conservation of diseased parts, the freeing of adherent 
tubes, salpingostomy with disinfection, or partial removal of tubes, 
cauterisation of cysts in the ovary, he says: “ These things cannot be 
done without risk to life and danger of ulterior evils almost as great 
as those which attend removal of the appendages.” He, however, 
recommends resection of the ovary for a small cyst where a multilocular 
ovarian has been removed on the other side. Conservatism to this 
degree meets apparently with wide approval, and is no doubt largely 
practised in England and Ireland. 

Macnaughton-Jones,* in his text-book, describes and recommends 
conservative operations on both tube and ovary, and his views have 
been recently expressed on this subject before the British Gyne- 
cological Society. 
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One of the fullest reports on conservative surgery of the ovary is the 
paper read by C. Martin *4 in the section of obstetrics at Edinburgh. 
He had resected the ovary for cystic disease in five cases with good 
result and no sign of recurrence. He had performed ignipuncture 
for chronic odphoritis in 14 cases, using the vaginal route. Of these 
five were not cured, 3 of them needing a second operation; 7 were 
cured, of whom 1 became pregnant; 1 was unknown and 1 too recent 
for any satisfactory report. He thought the ovary or part of the 
ovary should be preserved in the presence of fibromata, dermoids or 
broad ligament cysts, especially if the other had to be sacrificed. 

The writer of this review,°> in a paper read at the British Medical 
Association meeting, at Ipswich, communicated the results of 22 
conservative operations on the tubes and 8 resections of non-adherent 
diseased ovaries. To these may now be added 12 operations of tubes 
and 10 resections of ovaries.* The later tube cases were more care- 
fully selected and the accompanying conditions less severe, while five 
of the ovarian resections were done for small tumours, or cysts, on 
one side, where a large tumour was removed on the other. Of the 55 
tube cases 1 died; 10 experienced great relief, of these 2 became 
pregnant; 9 partial relief, with evidence of fresh adhesions of vary- 
ing degree; 5 no relief, of these 4 required a second operation; the 
further history of 5 is unknown and 1 is too recent for conclusions. 
Of the 18 ovarian resections, 1 died; 8 experienced great relief, of 
these 2 became pregnant; 2 partial relief; 4 no relief, of these 3 
underwent a second operation, the further history of 2 is unknown, 
and 1 is too recent for conclusions. The tube cases that became 
pregnant were both cases of freeing from adhesions. So far no 
case of pregnancy has followed resection of the tube or salpingos- 
tomy, an observation that coincides with Burrage’s 4! experience. 

To arrive at conclusions of value on the questions raised in this 
paper, accurate accounts of the cases operated on are essential, classi- 
fied, (1) according to the part dealt with—tube or ovary, or both,— 
(2) according to the pathological conditions present at the time of 
operation. Upon the latter depends the choice of suitable cases and 
the risk of the procedure ; for it is not to be expected that pathological 
processes which would exercise an untoward effect even if total 
ablation were practised, should remain in abeyance where a partial 
removal is undertaken. Thus, some of the deaths recorded cannot 
be properly attributed to the partial operations, although it may be 
thought, with Schauta, that the presence of possibly, or partially 
diseased structures may be just the determining point which permits 
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untoward influences to prevail. Another point of importance is a 
record of the conditions found where a second operation becomes 
necessary. 

To turn now to the consideration of results. 

Mortality. The statistics of conservative operations on the tubes 
collected by Kahn,?! in 1901, from the work of Martin, Zweifel, 
Burrage, Dudley and Polk, show the mortality to be just over two per 
cent. If resections of the ovary only were taken the percentage 
would probably be lower. 

Second Operations. Taken on the whole the need for secondary 
operations has not been great, but we may conclude that they have 
been undertaken only in cases with really severe symptoms, and that 
in many instances where symptoms such as gave rise to the first 
operation have reappeared, both surgeon and patient have been 
averse to a second operation unless danger to life were present. 
These are the cases that truly come under the heading of “ no cure.” 
Goldspohn gives the number of “no cures” as 3} per cent. The 
presence of fresh and denser adhesions (Martin and Van der Weer), 
or of suppuration (Odebrecht), or of further cystic degeneration 
(Fischer, Waldstein, Schauta and Coe), cannot be overlooked, but the 
general experience of operators, as recorded, is that secondary opera- 
tions do not prove especially difficuit, and that often the adhesions 
are much less dense and the general infiltration less marked than at 
the first operation. 

Cures. It is difficult to explain the much greater success reported 
by some operators than by others. One reason no doubt lies in the 
varying gravity of the conditions for which operation is undertaken 
and in a certain amount of confusion that still prevails, in spite of 
the careful pathological observation of Pozzi and others, as to what 
constitutes “ disease” in ovaries. When, by the side of such detailed 
and sober statistics as Martin gives, one places the startlingly 
brilliant results recorded by some other surgeons, one is tempted to 
the conclusion that they must have operated in some of their cases 
for conditions that in other hands would not have seemed to call for 
operative measures, conservative or other. The personal equation of 
both reporter and patient has no doubt to be reckoned with in 
estimating results, and, further, the period over which observation 
has extended. Where surgeons have become accustomed to looking 
out for symptoms that may indicate recurrence, and women have got 
into the way of detailing their sufferings, a useful guide can be 
arrived at by insisting on a definite answer to the question whether 
the health has been better and capacity for daily duties greater since 
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the operation or not. The report “ partial cure” covers wide ground, 
but may be taken to mean that neither operator nor patient was quite 
satisfied as to the efficacy of the operation. This result seems with 
many operators (Herman, Lapthorn Smith, Boyd) to have followed 
resection of the ovary for cystic disease. Martin’s statistics give the 
number not cured as 21 per cent. 

Preservation of Function. The results quoted prove that 
function, as shown by pregnancy, may be maintained or restored by 
operations on either ovary or tube. The larger number of pregnancies 
have occurred after resection of the ovary, especially for small cysts, 
dermoid and other (Martin’s figures are 19 per cent.); and, as many 
of these operations have been done on unmarried women, the number 
of pregnancies is not an accurate measure of the preservation of 
function. Many pregnancies have occurred after simple freeing of 
tubes from adhesions, a limited number also after resection or plastic 
operation; sufficient at any rate to prove the possibility of it, and to 
give a rational basis for conservatism of this nature. Kahn collected 
20 cases of pregnancy following operations on the tube, nine of which 
were resections or salpingotomies. Burrage gives a general percentage 
of pregnancy as 23°5 per cent. in grave cases and 44 per cent. in 
milder cases of inflammatory disease of the adnexa. Menstruation, 
of course, continues where a portion of normal ovary is preserved, but 
if the disease extends widely towards the hilum and necessitates 
resection of the greater portion of the ovary, there is reason to fear 
that atrophy of the remaining portion will occur (as in Zweifel’s 
cases) and nullify the object of the operation. 

Next to consider indications for conservative operation. 
Undoubtedly the whole trend of the surgery of the appendages at the 
present time is towards conservatism, and non-operative treatment 
plays a much larger part in these diseases now than it did 10 or 15 
years ago. Careful watching of cases has taught that the natural 
course of much inflammatory disease is ultimately towards subsidence, 
and that time must therefore be given for the natural reparative 
processes to assert themselves. Consequently operations on the 
appendages are not undertaken so early or so readily as formerly. 
This is conservative treatment in its wider sense. There remain 
always a certain number of cases where subsidence of actual inflam- 
mation is accompanied by the crippling results (occlusion and 
adhesions) of such inflammation, and a further class of cases where 
suppuration occurs and where surgical intervention is called for to 
save life or to render it tolerable. Here that question of the possibility 
of conservative operation, which is the subject of this paper, comes in. 
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But besides inflammatory diseases there are the cases of new-growth in 
relation with the ovary and the tube, where pathological investigation 
has shown that a portion of healthy ovary may remain. From the 
indications given by the operators of widest experience we may say 
that there is a consensus of opinion that conservative operations on 
the tubes and ovaries may be practised : 


1. For new-growths of benign character, for myoma and fibroma 
of the tube, simple cysts, dermoids and fibromata of the ovary and 
parovarian cysts (the tube and ovary ought not to be sacrificed as a 
matter of convenience to the operator). It is contra-indicated in 
malignant and papillary disease. 


2. For chronic odphoritis and cystic degeneration. 


3. For hematomata of the ovary and tube (perhaps hardly a 
consensus of opinion here). 

4. For inflammatory disease of the appendages, where the acute 
stage has subsided provided that there is no suppuration in the 
pelvis or in the ovary, that the contents of the tube are serous or 
hemorrhagic and prove sterile on immediate coverslip bacterio- 
logical examination (Schauta, Wertheim), and that the inner end of 
the tube is patent. For conservation to be rational, it is essential 
that if the ovary or part of the ovary should be capable of function; 
if both ovaries have to be entirely removed, there is no reason for 
retaining the tubes; the state of the ovaries must govern the 
method of procedure. 


5. Conservative operations on the tubes should be limited to the 
child-bearing period. 

Up to the present it is uncertain whether an ovary, the 
seat of a small cystoma, may be safely resected, or whether 
a tube dilated by old sterile pus can be safely opened up. The 
majority of surgeons would probably answer the latter question in 
the negative, but some of the American surgeons (Goldspohn, Burrage, 
Kelly) seem to show a special boldness in the presence of pus. 

With regard to the tubes, the majority of conservative operations 
are undertaken when the abdomen has been opened for gross disease 
of the appendages upon one side; and less advanced tubal discase 
upon the other side has been revealed. 

In considering the method to be adopted in dealing with the 
tubes, certain points stand out :— 

The artificial ostium should be wide enough to allow for later 
contraction, if necessary by slitting the tube longitudinally. 

Provision should be made for eversion of the mucosa in order to 
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obtain as far as possible the conditions present in the normal ostium 
abdominale. 

Care should be taken, by suture or otherwise, to leave the new 
opening in the tube in juxtaposition with the ovary. 

The energetic disinfection of the tube by antiseptics practised 
earlier is unnecessary if the cases are suitably chosen, and all 
measures likely to irritate the peritoneum are to be avoided. 

It is still undecided whether resection or ignipuncture of the 
ovary is the best operation for chronic oéphoritis and cystic disease. 
That resection may be followed in some cases by the development of 
adhesions has been proved by observation. We are not yet in a 
position to determine how far the technique adopted (7.e., the kind 
of suture used and the method of suture) is, as suggested by 
Goldspohn, responsible for such adhesions, or how far they are due 
to hemorrhage or recrudescence of disease in the ovarian stump. 


REFERENCES. 


1 Spencer Weis. Ovarian and Uterine Tumours, p. 339. 
2 Scuatz. Centralbil., 1885, No. 23. 
3 Scuréper. Zeitsch. f. Geb. u. Gyn., Vol. xi., p. 358. 
4 Martin. Volkm. Sammil., No. 343. 
5 Martin. Verh. d. deutsch. Ges. f. Gyn., Vol. iv., p. 242. 
6 Martin. KArankheiten der Eiersticke, p. 834. 
7 Martin. KArankhetten der Eiletter. 
8 Skutscu. Verh. d. deutsch. Ges. f. Geb. u. Gyn., 1889, Vol. iii., p. 376. 
9 ZweireL. Arch. f. Gyn., Vol. xxxix., p. 389. 
10 Zweiret. Verh. d. deutsch. Ges. f. Geb. u. Gyn., Vol. v., p. 262. 
ApeL. Jbid., p. 270. 
Lanpav. Arch. f. Gyn., Vol. xl., p. 92. 
Scnauta. Verh. d. deutsch. Ges. f. Geb. u. Gyn., Vol. v., p. 155. 
Curopak. Ween. Kl. Wescehr., Dec. 7, 1893. 
Mackenropt. Zettschr. f. Geb. u. Gyn., Vol. xxxi., p. 210. 
Matruer. Vol. xxxi., p. 345. 
Ovesrecut. /bid., Vol. xxxiii., p. 162. 
Gersuny. Centralbl. Gyn., 1896, p. 35. 
Gersuny. J/bid., 1899, p. 138. 
GottscnaLk. Zettschr. f. Geb. u. Gyn., Vol. xlvi., p. 141. 
Fiscuser. Centralbl. f. Gyn., 1900, p. 817. 
Watpstzin. 1900, p. 1,050. 
3 THomson. J/bdid., 1901, No. 20. 
Pozzi. An. de Gyn., 1893, p. 166. 
Poza. Brit. Med. Journal, Sept., 1893, Vol. ii., p. 618. 
Pozzi. Traité de Gyn., p. 733. 
Donnet. Thése de Paris, 1895. 
Diurssen. Verh. d. d. Ges. f. Geb. u. Gyn., 1895, p. 384. 
Rovurrart. An. de la Soc. Belge de Ch., Feb., 1894. 
Lorwy anv Guéniot. Revue de Gyn., 1902, p. 259. 


4 
de 


Boyd: Surgery of the Tubes and Ovaries 261 


31 Kann. Thése de Paris, 1901. 

32 CHAMPIONNIERE (L.). Bull. et Mém. de la Soc. de Chi., Dec., 1888. 
33 Gotpspoun. Am. Journ. of Obst., 1901, Vol. ii., p. 577. 

34 AyroLEs. Thése de Parts, 1898. 

35 Potk. Trans. Amer. Gyn. Soc., 1887, p. 128. 

36 Pork. New York Journal Gyn. and Obst., Aug., 1893. 

37 Potk. Amer. Journ. of Obst., 1901, p. 1,039. 

38 Munpt. J/bid., 1888., Vol. xxi., p. 30. 

39 SHERWoop Dunn. An. of Gyn. and Ped., Aug., 1897. 

40 Rigs. An. of Gyn. and Ped., 1898, p. 728. 

41 Burrace. Amer. Journ. of Obst., 1901, Vol. ii., p. 577. 

42 Paumer Duper. Int. Cong. of Gyn. Amsterdam Comptes Rendus, p. 71. 
43 PaumEeR DupLey. Amer. Journ. of Obst., 1900, Vol. ii., p. 397. 
44 Paumer Dupuey. Jbid., 1902, p. 580. 

45 Coz. J/bid., 1900, Vol. i., p. 389. 

46 Botpt. /bid., 1900, Vol. ii., p. 242. 

47 Doran. T'rans. Obst. Soc., Vol. xli., p. 381. 

48 CuLtincwortH. Brit. Med. Journal, 1893, Vol. ii. 

49 CuttincwortH. Jbid., 1899, Vol. ii., p. 461. 

50 Laurin. Trans. of Brit. Gyn. Soc., 1899. 

51 Furneaux Jorpan. Brit. Gyn. Journ., 1899. 

52 Herman. Diseases of Women. 

53 Macnaucuton-Jones. Diseases of Women. 

54 Martin (C.). Brit. Med. Journ, 1898., Vol. ii., p. 791. 

55 Borp. Brit. Med. Journal, 1900, vol. ii. 

56 Taytor. Brit. Med. Journ., 1893, Vol. ii. 


Journal of Obstetrics and Gynaecology 


REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Primary Abdominal Pregnancy. 
Wirrnaver (Kurt). Zentralblatt fir Gyndk., January 31st, 1903. 


THE interest of this case, the writer states, lies not only in the fact 
that it is an authentic case of primary abdominal pregnancy, but 
also in the peculiar situation of the gestation products. No case 
has ever before been recorded in which the omentum has been the 
seat of a primary human gestation. Leiserung described an 
embryo-sac as lying close to the sacrum, embedded in omentum, 
in the case of a cat, in which the ovaries and tubal ostia 
were proved to be healthy, but the omentum was adherent 
to the right tube at its uterine end, and on opening up the 
tube in this situation, an old cicatrix was found into which the 
omentum had been drawn and become adherent. This was, there- 
fore, not a primary abdominal pregnancy, but the result of a ruptured 
tubal pregnancy with secondary encapsulation in the meshes of 
adjacent omentum. Bruno Wolff, in 1902, demonstrated an ovum 
which he found in the left side of the peritoneal cavity of a bitch, from 
which some months previously he had removed 2 cm. of the right tube 
and had sewn together the cut ends. Wolff believed this to be a case 
of primary abdominal pregnancy because of the intimate relation of 
omentum with the ovum, but he could not, or did not adduce any 
microscopical proof of his supposition. 

The history of Witthauer’s case is as follows:—The patient was 
aged 23 years, she had a good family history and was healthy until she 
married. Her first confinement took place in 1899, at the eighth month 
of pregnancy ; retained placental tissue caused hemorrhage and had to 
be removed ten days after delivery. In December, 1900, the patient 
was again delivered of an eight months’ fetus. In October, 1901, 
the periods ceased and sickness and abdominal pain followed. Two 
months later the patient began to lose again, but the blood was black 
in colour; no cast was found. On December 31st, violent pain and 
further hemorrhage were noted, and the patient was brought into 
hospital. On admission she was very anemic and complained of pain to 
the right of the uterus. The thorax and abdominal cavities were normal, 
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but a blood clot and also a round tumour was felt in the pouch of 
Douglas, lying to the right side of the uterus; the latter was slightly 
enlarged; the vagina was lax and there was a general fulness in the 
right fornix. The diagnosis of tubal abortion was made. Two days 
after admission the patient became suddenly collapsed and laparo- 
tomy was performed. A litre and a half of dark fluid blood was 
removed from the abdominal cavity; an ovarian cyst, the size of a 
hen’s egg, together with a healthy tube were removed from the right 
side. No cause for the hemorrhage could be found in the pelvis, 
but a hematoma was discovered in the lower extremity of the 
omentum as it lay in the right part of the pelvis. This was ligatured 
and removed. A litre of warm saline solution was put into the 
peritoneal cavity and the abdomen closed. The patient recovered 
and became pregnant again four months later. 

On examination of the tube removed, it was said to be quite 
healthy and showed no signs of ever having been gravid. The 
omental hematoma was found to contain chorionic villi; the ovum 
was surrounded by blood which separated it from the omental tissue ; 
externally the blood clot was old and had undergone hyaline change 
in part, and part was organised with vascular and connective tissue 
development. The omentum had rolled itself around a blood clot 
containing an ovum; villi in direct contact with omentum were not 
found. The author, in support of his supposition that the ovum was 
primarily implanted on the omentum, lays stress on the facts that 
although the omentum reached into the right half of the true pelvis 
it had no connection by contact or adhesion to the tube, and the 
latter, although not submitted to serial section, was nevertheless 
examined by the microscope, with sufficient care to prove that it had 
not been the seat of a gestation-sac. As the ovary on the right side 
was diseased, the writer thinks that the ovum proceeded from the 
left ovary and wandered across to the right side of the pelvis. The 
paper is concluded by the remark that the writer regards this as an 
undoubted case of primary abdominal pregnancy, and that he thinks 
such cases occur not unfrequently, as might be verified in future by 
investigating cases of retro-uterine hemorrhage. 

Remarks by the translator. Without denying the possibility of 
abdominal pregnancy, we have as yet no conclusive proof that such a 
variety of ectopic gestation does take place. In the case before us no 
information of the state of the left tube is given. It may have been the 
seat of a rupture, or abortion may have occurred through its ostium. 
The omentum was not adherent in the right pelvis, so that there is 
no reason to suppose that it had occupied that particular position 
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for any length of time, and the writer’s argument that it was not 
in contact with the tube is worthless. Had serial sections of both 
tubes been made we could accept the evidence so obtained with 
respect to the question of recent rupture, but the exclusion of early 
tubal abortion as an explanation of all abdominal implantations is 


a difficult matter. 
CuTHBERT LOCKYER. 


Pregnancy after Removal of Both Ovaries. 
Batpwin. Amer. Journ. Obstet., December, 1902. 


Arter alluding to Mr. Doran’s paper (Journ. of Obstet. and Gyn. Brit. 
Emp., Vol. ii., p. 1) the author quotes two cases which have occurred 
in his own practice — 

Case l. A lady, aged 24, who had previously borne two children, 
and was now at the end of the third month of her third pregnancy, 
came under observation on account of an abdominal tumour. At the 
time of operation she presented two ovarian tumours, each about the 
size of a cocoanut. The two cysts had become adherent, but the 
tumours were distinct, and each had quite a long pedicle. Owing to 
the known fact of her pregnancy, care was taken to avoid any 
manipulation of the uterus. The pedicles were ligated in the usual 
way and the tumours removed. Recovery was prompt, and the 
patient was delivered at full term on September 13th, 1891. A letter 
received from the patient, under date March 5th, 1900, informed me 
of the later birth of two other children. In this case, although it is 
supposed that both ovaries were completely removed, it is possible 
that a small amount of ovarian tissue may have been left upon one 
side or the other. 

CasE 2. A woman, aged 32, the mother of one child, aged 9 years, 
had not been well for six years, her illness following a miscarriage at 
two months. The patient had been affected with menorrhagia since 
her miscarriage. The uterus was somewhat enlarged and retroverted. 
She had undergone a great deal of local treatment, including 
curetting, without benefit, and was in very poor health. Abdominal 
section was performed on July 15th, 1893; both ovaries and tubes 
were removed. No adhesions were encountered, and recovery from the 
operation was uneventful. The symptoms persisted, and eleven 
months later the patient was again curetted, but without benefit. In 
November, 1894, careful examination revealed a small mass of tissue 
to the left of the uterus. When this was pressed upon a sensation 
was experienced similar to that caused by pressure upon an ovary. 
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The abdomen was again opened, and “this mass of tissue, which was 
between the layers of the left broad ligament and apparently just below 
the remains of the ovarian ligament, was identified and removed. It 
was about the size and shape of a small lima bean, and presented all 
the characteristics of ordinary ovarian tissue. No other ovarian 
tissue could be found at any other point, and the abdomen was closed. 
Menstruation continued, however, showing that some ovarian 
tissue still remained somewhere. At the present time she is still in 
excellent health, but menstruation is somewhat freer than normal.” 


HERBERT WILLIAMSON. 


Laryngeal Spasm in Pregnancy. 
Berti (U. 4.). La Clinica Ostetrica, December, 1902. 


A mMvttripara, aged 40, with a good previous history, consulted the 
writer about her breathing. She had had similar disturbances in 
previous pregnancies, but they had left her at parturition without 
any treatment. The disturbance consisted of a tickling sensation in 
the larynx, which provoked coughing, and which brought on 
difficulty in breathing, at first at rare intervals, but as pregnancy 
advanced, with greater frequency. There was no history of syphilis, 
malaria, hysteria or epilepsy. When first seen she was in the second 
month of pregnancy, and appeared robust. She had no fever, nor 
any symptoms of disease, but there was the usual morning sickness. 
There was no spontaneous pain in the larynx, but pressure and the 
strain of coughing produced it in slight measure. There was no pain 
on swallowing. As a rule the cough was dry and irritable, and 
occurred at long and irregular intervals. Very occasionally it was 
accompanied by the expectoration of a small quantity of sero-mucous 
secretion, transparent and almost colourless, and never blood-stained. 
The voice was slightly muffled, and only exceptionally almost 
abolished. A laryngoscopic examination showed a uniform, almost 
normal, redness of the laryngeal mucous membrane. ‘There were no 
laryngeal growths, no swelling of the mucosa, no dilated vessels or 
traces of hemorrhage, erosion or ulceration. The patient’s general 
condition was excellent, and all her organs performed their functions 
naturally. The respiratory attacks were characterised by inspiratory 
dyspnoea, accompanied by a loud stridor. They were of short 
duration, and ended independently of the cough. They occurred at 
irregular intervals, and, like the cough, were worst in the morning. 
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The laryngoscope showed that the cords did not separate on inspira- 
tion except very slightly. During the spasms the patient was pale 
and apparently suffered acutely ; but between the seizures she seemed 
quite well. Antiphlogistic and anti-spasmodic treatment was tried, 
but without avail. At term the patient gave birth to a robust well 
formed child, and within a month from her confinement all laryngeal 
trouble had vanished. The spasms of dyspnoea disappeared first, and 
then the cough, the pain in the larynx, and the sensation of tickling 
were lost. The writer points out the intimate relationship between 
the sexual organs and the larynx, evidenced by the effect of puberty 
and menstruation upon the voice, and concludes that in this case the 
spasms were produced by a reflex nervous influence from the pregnant 
womb. 


R. W. MacKenna. 


The Mechanism of Labour and Instrumental Assistance when 
the Head is Transverse in the Pelvic Brim. 


Gittesrre (Witx1aM, M.D.). Amer. Journ. of Obstet., Jan., 1903. 


Tue intelligent use of forceps at the superior strait presupposes an 
exact knowledge of the mechanical relations of the head to the 
pelvis, and a careful differentiation of the causes of delay. In the 
opinion of the author, the rule generally followed of applying the 
blades to the sides of the pelvis, without regard to the diameter of 
the head grasped, is as unscientific as would be an unvarying 
technique in hysterectomy for fibroids, regardless of the shape and 
direction of the growth. 

In cases of flat pelvis where the narrowing exists at the conjugate 
only, version, as a rule, is preferable to forceps, but whenever there 
is reason to anticipate delay in the delivery of the aftercoming head, 
forceps should be used in preference. It is often regarded as im- 
possible to apply forceps to the sides of the head when arrested 
transversely in the brim, but to apply one blade over the forehead 
and the other over the occiput, offers a prospect but little better than 
caniotomy, for death usually occurs within forty-eight hours from 
intra-cranial injury. 

It has been experimentally shown by Matthews Duncan that, in 
these cases, the resistance of the pubes is at first greater than that 
of the promontory, and that the anterior side of the head is held 
back, the sagittal suture approaching the pubes. As labour progresses 
the promontory begins to indent the posterior parietal bone and 
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becomes the place of chief resistance; rotation of the head occurs 
round this point, the sagittal suture retreating from its former 
position and approaching the sacrum before the head finally passes 
the brim. The object of this paper is to show that this mechanism 
of natural delivery may be imitated and assisted by the use of the 
forceps. 

There is another point which has an important bearing upon the 
manceuvre to be described; not only does the head lie transversely, 
but it approaches much more closely that side of the pelvis toward 
which the occiput is directed, leaving the other side comparatively 
free. This free space is utilized to the full extent in passing the 
blades. “If the occiput points to the left ilium the first blade is 
applied upon the flat directly into the hollow of the sacrum, between 
the head and the posterior lip of the cervix. The second or right 
blade is applied upon it, and then by a spiral movement is brought 
through the right side of the pelvis, past the forehead, until it rests 
under the pubic arch. The pelvic curve of the blades carries their 
tip well to the left of the promontory so that they grasp the occiput. 
If the sagittal suture is near the pubes the anterior blade must be 
inserted deeply, and the shank of the blade be brought well up under 
the pubic arch, the posterior blade, if necessary, being withdrawn, 
and elevated to meet it before locking. If this precaution be neglected 
the tip of the anterior blade is upon the anterior parietal bone, whilst 
the posterior blade grasps the neck. To secure a good application, 
the handles should be as nearly as possible perpendicular to the 
vault, so that a line perpendicular from the sagittal suture would be 
in the general direction of the handles. Grasping the handles 
firmly, you make traction forward for a minute so as to fix the head 
firmly in the brim; then, without relaxing your traction swing the 
handles backwards towards the sacrum. The head rotates round 
the promontory and enters the pelvis with a jerk. . . . In executing 
this manceuvre the operator should pull with the arms alone and be 
ready to instantly relax his effort for the following reason: Whilst 
the head is held in the brim flexion is not present, indeed there is 
often slight extension. The blades grasping the occiput in this 
unflexed position have a secure hold; but when the brim is passed 
flexion immediately ensues, and if the traction be continued, the tips 
of the blades will glide over the occiput and injure the mother’s soft 
parts. Therefore, as soon as the jerk of entrance is felt, relax your 
grasp, separate the blades slightly, and by carrying the handles 
towards the woman’s left thigh you carry the tips backwards and 


increase the security of their grasp. Again gripping the handles you 
19 
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swing them forward in the are of a circle, bringing the head into 
the oblique diameter of the pelvis, after which delivery is the same 


as in ordinary forceps cases.” 
HERBERT WILLIAMSON. 


Two Cases of Paralysis due to injury in Labour (Neuritis 
Puerperalis traumatica). 


ScHWENKENBECHER. Deutsches Archiv. fiir Klinische Medicin, 
1902. Bd. 74, p. 503. 


Tur author describes two cases of compression of fibres of the sacral 
plexus, in labour terminated by forceps. Such cases are most com- 
monly seen after application of high forceps to a large head in a 
generally contracted pelvis. Paralysis of a leg is found immediately 
or soon after delivery; the peroneal nerve is usually affected, owing 
to the fact that the lumbo-sacral nerve, from which most of the fibres 
of the peroneal nerve come, runs over the brim of the pelvis, and is 
not protected from pressure by the pyriformis muscle as are the rest 
of the nerves of the sacral plexus. 

The first patient was a primipara with a generally-contracted, flat, 
rickety pelvis, true conjugate 3 inches. There was so much difficulty 
in labour that perforation was thought of. Eventually she was 
delivered, with great difficulty, of a dead child by forceps. A 
few hours later, when she tried to raise herself, she found she could 
not move her right foot well. She had felt no pain in the leg during 
labour. She was treated for 8 weeks with electricity and massage, 
complaining of numbness, and partial anesthesia. When examined 
5 months after delivery, she was found to have typical peroneal 
paralysis, with inability to raise the forepart of the foot, or to evert 
it. Apart from this weakness the strength of the leg was not much 
diminished. There was numbness but no pain, and no loss of sensa- 
tion. On vaginal examination much scarring of the cervix and the 
upper part of the vagina, chiefly on the right side, was found. 

The second patient was also a primipara, with an external conju- 
gate of 9 inches. The diagonal and true conjugate diameters were 
not measured, as the promontory could not be reached. She was 
delivered of a living child, weighing 7 lbs., by forceps. She experi- 
enced very severe pain during traction with the forceps. Three days 
after delivery she complained of “‘ rheumatoid ” pains in the pelvis, 
extending into the right leg, a peculiar burning feeling, numbness 
and formication, and difficulty in moving the right leg. She got up 
ten days after delivery, the puerperium having been apyrexial, and 
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found herself almost totally unable to walk. There was no pain at 
this time, but burning and numbness in the right knee and foot, and 
a feeling of great weakness in the right hip were felt. The right leg 
was slightly wasted. 

On examination a little later, the mobility of all the joints was 
found to be normal, and walking was possible with a limping gait, 
which suggested that the patient was trying to spare the right side of 
the pelvis as much as possible. There was no tenderness on pressure 
over the nerves of the right leg. The power of dorsal flexion and 
abduction of the right foot was much diminished. A large scar was 
found in the right lateral fornix. Pressure over the right sacro-iliac 
synchondrosis and palpation of the right sacral foramina, by the 
rectum, caused severe pain. , 

The peroneal paralysis was still present in the first case a 
year and a half after delivery. In the second patient improvement 
was more marked, but two toes remained paralysed, and she could 
not walk for more than 20—25 minutes at a time. 

Out of 34 cases collected from the literature, 4 recovered, 15 
partially recovered, and in 15 the paralysis was permanent. 


Henry Rvssett ANDREWS. 


Three Cases of Repeated Czsarean Section in the Same 
Woman. 


Ferrari. Archivio di Ostetricia e Ginecologia, October, 1902. 


In a long paper Ferrari gives details of three cases in which he 
performed Cesarean section twice. 

CasE1. A woman of thirty, in her first pregnancy, consulted him 
at the beginning of the ninth month of gestation. There were 
skeletal evidences of rickets, and she had a right dorsal scoliosis. 
The pelvis was a rachitic generally contracted one, the true conjugate 
being estimated at 68—70 mm. Labour set in about the middle of 
the ninth month. The vertex presented, but 12 hours after labour 
began the membranes were still intact: dilatation had reached 6 em., 
but the presenting part would not engage. Under chloroform, with 
the patient in Trendelenburg’s position, an incision about 23 em. 
long was made in the mid-line of the abdomen. The uterus was 
turned out of the abdominal cavity, surrounded with warm 
wrappings, and a transverse incision was made through the fundus, 
extending nearly from the right tube to the left. The greater part of 


270 Journal of Obstetrics and Gynecology 


the placenta was implanted upon the anterior wall. The incision was 
carried through the amnion, and a living female child was extracted, 
50 em. long, and weighing 3,050 grammes. Convalescence was rapid, 
and the patient left hospital on the 15th day, at which date the uterus 
was well contracted, and no adhesions could be felt. Five months 
after the operation she again became pregnant, and towards full term 
returned to hospital. Shortly after labour began the abdomen was 
opened as before. The uterus was found to be enlarged uniformly, 
without any adhesions to the abdominal wall or adjacent organs, except 
a very thin and friable band reaching to the omentum. Anexamina- 
tion of the tubes and the round ligaments, and the greater vascularity 
of the anterior uterine wall showed that the placenta was implanted 
anteriorily. A fundal incision was made about 3 mm. behind the 
old scar—and a healthy female child was extracted. The placenta 
was found implanted entirely on the anterior wall. The mother 
made a good recovery. The child was a full-time girl, weighing 
3,000 grammes and 49 em. long. 

Case. <A primigravida, aged 21, of poor muscular development 
and obviously rickety, came to hospital at full time. She had 
an irregularly contracted rickety flat pelvis; true conjugate 
70 mm. When cervical dilatation had reached 4 em. intervention 
was undertaken. Under chloroform the uterus was exposed, and an 
incision was made in its anterior wall about the middle third. The 
uterine wound exposed the placenta, the greater part of which was 
inserted to the right. The edge of the placenta was then separated, 
the sac ruptured, and a healthy child rapidly extracted. The uterine 
wall was sutured in two layers, and the abdominal wall by one row of 
interrupted stitches. Ergotin was injected hypodermically, and the 
vagina was douched. The child was a girl weighing 2,600 grammes, 
and 50 cm. long. The mother made a good recovery, though there 
was a little suppuration round one of the sutures in the abdominal 
wall. Twenty-two months afterwards she returned to hospital in 
labour at term. There was 1 cm. of dilatation; the membranes were 
intact, and the presentation was podalic. Cesarean section was not 
performed, and the child was extracted with great difficulty, dead. 
The following year she again returned pregnant, in the eighth month. 
Premature labour was induced, and a male child weighing 1,630 
grammes was extracted, which died. Again the mother became 
pregnant and came to hospital in labour at term, in January, 1898. 
Cesarean section was performed under chloroform, the patient being 
in Trendelenburg’s position. The abdominal wall was incised a little 
to the left of the previous scar. On opening the peritoneal cavity 
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some omental adhesions with the old wound were found, and some 
bands stretched from the omentum to the scar on the anterior uterine 
wall. Some of these were broken with the finger, others were 
cut between ligatures. An incision was made in the fundus from 
tube to tube, and the child was extracted. The wounds were sutured 
as before. The child, a male, weighed 3,120 grammes, and was 
50 cm. long. ‘The patient made a good recovery. 

Cast m1. A woman, aged 30, came to hospital in her seventh 
pregnancy. Her first labour was terminated by application of the 
forceps. The child was born dead. The second labour ended 
spontaneously, but the child was born in an asphyxiated condition, 
and died shortly. At the third, fourth, fifth and sixth labour turning 
was employed, and podalic extraction. Three of the children were’ 
born dead, and one other lived two days. ‘The pelvic measurements 
indicated a true conjugate of 71—67 mm. When cervical dilatation 
had reached 5—G6 cm. Cesarean section was performed, the patient 
lying horizontally. An incision was made from a point a little below 
the navel to a point about two fingers’ breath from the symphysis 
pubis. The uterus was opened in the mid-line at the middle third of 
the anterior wall, and the child was extracted. One row of sutures 
was inserted through the serous and muscular coats, and the 
abdominal wound was closed by two rows of interrupted stitches. 
The child was a male, weighing 2,930 grammes, and was 49 cm. long. 
Three years afterwards the woman again returned at term. When 
labour began and dilatation had reached 5 cm. she was placed in 
Trendelenburg’s position, and the abdomen was opened by an 
incision beginning somewhat higher and to the left of the old scar. 
Some adhesions were found between the anterior uterine wall and 
the old abdominal wound, but they were easily separated by the 
finger. The uterus was everted from the abdomen, and an incision 
made in the fundus from tube to tube. The incision did not strike 
the placenta. A female child, weighing 3,200 grammes and 49 em. 
long was extracted. The wounds were closed as before; the puer- 
perium was good, and the mother and child left hospital 22 days after 
the operation. 

Ferrari concludes by stating that the situation of the placenta can 
always be determined by a practised operator. Ile does not think that 
Cesarean section predisposes to sterility, and he believes that, special 
circumstances apart, there is no greater danger about a second 
section than about a first. Pregnancy in a woman with a faulty 
pelvis does not constitute a real danger provided Cesarean section 1s 
performed. Sterilisation should only be produced in special cases 
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in which a new pregnancy would menace the patient’s life. A faulty 
pelvis alone, whatever its character, is not a sufficient indication for 
rendering a woman sterile. This should only be done in the presence 
of serious disease such as cardiac mischief, tuberculosis, nephritis, 
pernicious anemia, diabetes, insanity and hereditary disease of any 


kind. 
R. W. MackeEnna. 


Death of the Feetus before the Onset of Labour, due to 
Compression of the Cord. 


Bulletin de la Soc. d’Obstét. de Paris. 
Meeting of December 18th, 1903. 


Brinpeav (A.). No. 8. 


THreE cases are recorded in which the foetus died in utero before 
the onset of labour, death being due to compression of the cord, which 
was in each case wound several times round the neck. 

Cast 1. <A primigravida, et. 20, who had congenital dislocation 
of one hip, suffered severely from frequent spasmodic abdominal 
pains during the eighth month of pregnancy. These pains continued 
for ten days without any dilatation of the os, when the membranes 
ruptured, and the liquor amnii, which was stained with meconium, 
escaped. Thirteen hours after this a foetus (which presented by the 
face) was delivered with forceps. The cord which was very thin was 
coiled three times round the neck and once round the shoulders. 
The constriction of the neck was so tight that the epithelium had 
been damaged. 

Casr 11. Patient, wt. 40, in her'fifth pregnancy, had profuse 
uterine hemorrhage at the fourth month. As the anemia was pro- 
found, abortion was induced by means of Tarnier’s balloon. The 
foetus was expelled dead with the cord coiled five times round its 
neck; there was a marked compression of the neck by the cord. 

Case 1. A multigravida, in the eighth month of pregnancy, 
had severe abdominal and lumbar pains for three days. There were 
no heart sounds. Soon after admission to hospital the membranes 
ruptured and the liquor amnii which escaped was seen to be darkly 
stained with meconium. The child was born macerated with the 
cord coiled three times round its neck; the cord was altered in shape 
by the pressure to which it had been subjected. 

The writer notes the following points about these cases :—(a) 
Severe abdominal pains before labour commenced (in two cases) 
which he thinks may have been due to traction on the placenta during 
uterine contractions; (b) in case ii. the foetus presented by the face, 
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and it is possible that the cord may have been compressed between 
its occiput and its back. Death had been sudden in cases i. and ii., 
as the foetus had in each case expelled meconium; in case i. the 
foetal heart had been heard some days before labour but could not 


be heard at the time of labour. 
G. DRUMMOND RoBINSON. 


Congenital Contraction of the whole of the Large Intestine in a 
Newborn Child. 


Mayarier AND SarLuaAnt. Bulletin de la Soc. d’Obstét. de Paris. No.7. 
Meeting of November 20th, 1902. 


A primrpara, et. 29 years, gave birth to a male child prematurely 
during the eighth month, on October 30th, 1902, after an easy 
confinement. The child was to all appearances healthy. Soon after 
its birth it vomited a considerable quantity of meconium on several 
occasions; it also vomited some milk which had been given to it. 
Next day the vomiting continued, and the weight had fallen from 
2,600 grammes to 2,525. On November Ist the weight was 2,425, 
and the extremities were swollen and cold; there had been no action 
of the bowels since birth. The rectum was explored with Nélaton’s 
sounds of different sizes; all the sounds were arrested 5 cm. from the 
anus. Several rectal injections, first of water, and then of glycerine, 
were given, with the result that only a small quantity of yellowish 
inspissated mucous was expelled. Imperforate rectum was diagnosed. 
On November 3rd an incision was made from the anus to the coccyx, 
and the finger passed into the bowel was arrested about 5 cm. from 
the anus. As no rectal sac could be found the abdomen was opened 
in the right iliac region. A quantity of yellow ascitic fluid escaped, 
and the small intestine was seen to be greatly distended. In drawing 
a coil of this intestine into the wound its walls, which were very 
friable, gave way, and some inspissated meconium escaped. The 
torn bowel was immediately fixed to the abdominal wound, but the 
child died within a few hours without any further escape of meconium 
from the “ iliac anus.” A post-mortem examination showed that the 
small intestine was greatly distended, particularly the ileum. The 
“jliac anus” had been formed, not from the cecum, but from a 
neighbouring portion of the small intestine. The ileo-cecal valve 
was normal; the whole of the large intestine to within 5 cm. of the 
anus was very small, and its lumen, though patent, would nowhere 
admit a bougie larger than a quill pen. The arrest of the sounds 
and the finger 5 cm. from the anus was caused by a kink in the bowel. 
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The writers have not been able to find another reported case in which 
congenital contraction of the large intestine had been either so 
extensive or so extreme. 


G. DrumMMoND RoBINSON. 


Strangulated Umbilical Hernia in a Newborn Child. 


Brinpeau (A.). Bulletin de la Soc. d’Obstét. de Paris. No. 7. 
Meeting of November 20th, 1902. 


A woman was delivered of an apparently healthy child by a midwife, 
who, noticing that the cord was unusually thick, tied it some con- 
siderable distance from the umbilicus. During the first few hours 
of its life the child vomited freely, at first mucus, afterwards yellow 
material, and it was then brought to the hospital. 

The child was well nourished but looked collapsed. There was an 
umbilical hernia the size of a walnut. The cord was inserted into the 
hernial sac which was formed from the amnion; the abdomen was 
distended ; the hernia was irreducible. 

An incision was made to one side of the umbilicus and a quantity 
of serous fluid escaped from the abdomen. After incising the 
umbilical ring from the peritoneal aspect, it was possible to remove 
the hernial intestine from the sac to which it was intimately adherent. 
During this stage of the operation there was smart hemorrhage from 
the separated adhesions. The contents of the hernial sac were the 
cecum and part of the ileum. Finally the hernial sac was excised 
and the abdominal wound closed. The child made a good recovery. 


G. Drummonp Rosinson. 


GYNACOLOGY. 


The Anatomy of the Uterus of Quadrupeds shows the Necessity 
of Menstruation in the case of Bipeds. 


Jounstone (ArtHuR W.), Cincinnati. Revue de Gynécol. et de 
Chirurgie Abdominale. No. 6. November—December, 1902. 


Ir is pointed out that in the work of Chauveau, a veterinary surgeon, 
written in 1854, the arrangement of the muscular fibres and of the 
lymphatics in the uterus of the mare, is said to be analogous to 
those of the small intestine. The writer agrees with this, and his 
observations on the uteri of other “ horizontal ” animals—sheep, dog, 
rabbit, sow, cat, rat, squirrel—have convinced him that the same 
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holds good with them also. This fact, he thinks, is the key to the 
explanation of the absence of menstruation in “ horizontal,” and its 
presence in “vertical” animals (man, ape). No “horizontal” 
animal menstruates, all “vertical” animals do. The os uteri of 
the horizontal animal points upwards, and the other end of the uterus 
points downwards; this makes it impossible, the writer thinks, for 
such a uterus to drain itself through the cervix as is the case in 
vertical animals. Moreover, the “ horizontal” uterus is many times 
larger than the vertical. The “horizontal” uterus is in all respects 
the analogue of the intestine. It is as soft and as easily bent as the 
colon, while the vertical uterus is hard and returns im- 
mediately to its original form after having been bent mechanically. 
The muscular wall of the horizontal uterus is composed of two 
layers (external longitudinal and internal circular) like the 
intestine, and between them is a rich vascular layer. Numerous 
small arteries perforate the inner muscular coat to supply 
the mucous membrane. In the human uterus the muscular fibres 
are not arranged in definite layers but interlace in different direc- 
tions, and there is a marked absence of lymphatics in the deeper 
parts of the wall. In the cervix of the “ horizontal” animals the. 
muscular tissue is arranged like that of the human corpus uteri, but 
the lymphatics are larger and more numerous. 

The blood-vessels of the “ horizontal” uterus are much larger 
and more numerous than those of the “ vertical,’ and there is a 
marked vascular anastamosis in and between the muscular layers. 

In some animals (cow, bitch, sheep) the mucosa presents in 
certain places masses of adenoid tissue (cotyledons) on which the 
placenta can alone develop. In the mare the whole surface presents 
cotyledons which are analagous to the “ villosities” of the small 
intestine and on which the placenta may be attached. In the uterus 
of the cow the cotyledons present a rounded projection towards the 
cavity but taper into a “ neck ” towards the muscular wall—this neck 
is surrounded by ordinary mucous membrane which is full of glands. 
In the centre of the cotyledon are very fine capillaries surrounded by 
perivascular sheaths similar to those of the optic nerve. 

The uterus of the sheep presents analogous appearances. The 
colyledon of the rabbit is a central “ villosity ” branching like the 
arbor vite, it contains many glands and terminates in a “ neck” 
which is supplied by a large blood-vessel. The lymphatics of the 
“ horizontal” uterus are much more numerous and highly developed 
than those of the “ vertical ” uterus. 

On microscopic examination of sections from the broad ligament 
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of the pregnant rabbit, a rich plexus of engorged blood-vessels is 
seen, also large lymphatic vessels, which contain degenerated blood 
discs and phagocytes, together with other amorphous material. In 
the wall of the gravid uterus lymphatics are seen between the 
muscular fibres; some of these contain leucocytes and degenerated 
blood discs. Between the muscular wall and the mucosa are smaller 
lymphatics. In the region of the placental cotyledons are 
hemorrhages, and the lymphatics resemble those of the intestine. 
The writer suggests that in the placenta of horizontal animals the 
decidual cells are gradually absorbed and their protoplasm converted 
into blood. He thinks that in this way in “ horizontal ” animals the 
decidual portion of the placenta is absorbed by the lymphatics, and 
there is no necessity that it should be expelled into the vagina at the 
time of labour, as is the case in vertical animals. In man the uterine 
lymphatics are small and therefore the decidua cannot be absorbed 
but must be mechanically expelled. 

In the same way the writer thinks that since in man the lymphatics 
are not sufficiently developed to absorb the decidua of menstruation, 
this structure must be expelled into the vagina, like the decidua of 
pregnancy. 

G. Drummonp Rosrnson. 


The Age of the First Menstruation at the Pole and at the 
Equator. 


ENGELMANN (GrorcE J.), Boston. Revue de Gynécol. et de Chirurgie 
Abdominale, Nov. and Dec., 1902. No. 6. 


Tuts is a very short paper, being practically a few comments on the 
following table, drawn up from reported cases : — 
Average age of the first menstruation in the principal zones. 
Arctic Zone: 624 cases—average age 14°6 years. 
Arctic Indians 500 cases (Matthews)—average age 12°6 


Esquimaux... . » 1dstold 


Temperate Zone (Europe): 58, 137 cases—average age 15°5 
Denmark and Norway _— 8,945 cases—average age 16°5 


Germany ... ... ... , we 
England ... ... ,, 
7,887 ,, » 146 
6,337 ,, » 148 


Spain 2025 » 182 
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Temperate Zone (North America) : 10,531 cases—average age 13°9 
United States and Canada :— 
English ... ... ... ... average age 13°9 


Tropics (sub-tropical): 2,735 cases—average age 14°8 

South of Asia (18°—23° North): 1,140 cases (Robertson)—average 
age 12°9 

True Tropical Zone: 1,593 cases—average age 15°8 


Average Age. 

Siam (13° North) 104 cases (Campbell) ... ... 143 
Cochin China (11°—17° N.) 1,244 cases (Mondiere) 16°6 
Barbardoes and 

Demerara (13°-—6° N.) 77 cases 15°6 
Batavia (8° South) 168 cases (v. d. nae a me 


G. DrumMonpD RosInNson. 


Electro-Thermic Hysterectomy for Cancer. 


Downes (AnpREW J.). American Gynecology, December, 1902. 


The Use of the Electric Cautery Clamp in Cancer of Uterus. 
Nosie (Cuas. P.). American Gynecology, December, 1902. 


As these two papers deal with the same subject they may be considered 
together. Hysterectomy performed by means of the electric cautery 
clamp possesses all the advantages of any of the methods heretofore 
in use, and has in addition certain advantages peculiar to it alone. 
These are : —(1) More tissue outside the uterus is removed (or cooked) 
than by the classical methods. (2) All the connections of the uterus 
are severed either through tissue which has been cooked in the bite 
of the cautery clamp, or these connections have been severed with the 
electric cautery knife. In this way the vessels and lymphatics are 
sealed by heat and rendered non-absorptive. Risk of implantation is 
greatly lessened. An exception to the above is that the attachments 
of the bladder to the uterus are severed in the usual way. (3) Much 
less blood is lost than usual with the classical technique, and a dry, 
bloodless field is left after operation. 
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The outfit for electrothermic hysterectomy consists of three 
angiotribes, alike except in the size of the blades, which vary in width 
only. Where the operating room has the current installed there is 
required a transformer for the alternating current and a motor, in 
addition, for the continuous. The cable is made in two parts: one 
brings the current to the operating table, and another which can be 
sterilised, connects the instruments with the first part at the edge of 
the table. A cautery knife is also required, and if the platinum 
forming its blade requires the same amperage as will properly heat 
the blades of the angiotribes, it serves as an index of the proper 
strength of current, and a meter can be dispensed with in the circuit. 

Downes has performed five hysterectomies by this method: two 
vaginal, two abdomino-vaginal, and one abdominal. In none of 
them was an abdominal ligature used, and wider dissections than 
usual were made. The operations were also less bloody, and the 
patient reacted rapidly and gave no evidence of shock. In one case 
a vesico-vaginal fistula resulted from the cautery touching the base 
of the bladder in making the section across the vagina. 

Noble’s experience with the use of the electric cautery clamp 
process embraces four hysterectomies for cancer, and one for inflam- 
matory disease of both appendages with irregular hemorrhage. One 
case died as the result of an accidental hemorrhage, and in con- 
sequence of this, he advises the beginner to secure the four arterial 
trunks with a ligature after the division of the cooked pedicles. 

Noble also calls attention to a modification of the abdomino- 
vaginal operation for cancer, which he has used in two cases. The 
healthy portion of the uterus is amputated by the abdominal route, 
and the cervical canal temporarily closed by suture. The bladder 
peritoneum is then sutured over the field of operation to the peri- 
toneum of the posterior surface of the broad ligament and Douglas’s 
pouch. A second row of sutures, connecting the bladder with the 
rectum, or whatever other peritoneum is most convenient for sutur- 
ing, is used to more thoroughly turn in the field of operation. The 
abdomen is closed and the patient placed in the lithotomy position. 
The cervix is then removed per vaginam by burning the vagina 
around the cervix and applying the cautery clamp to each side of 
the cervix, thus cooking the bases of the broad ligament. The 
operation wound is entirely sub-peritoneal and can be drained into 


the vagina, whilst the danger of infecting the peritoneum from the 
septic cervix is reduced to a minimum. 

The cases operated on by both authors by this technique are too 
recent for the after histories to be of any value in regard to the 
question of freedom from recurrence. J. S. Farrparrn. 
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Parotitis following Abdominal Section. 
Mortey (W. H.). American Gynecology, December, 1902. 


THe author reports a case of suppurative parotitis following a 
salpingo-ovariectomy, and analyses 50 cases collected from the 
literature. As a result of this study he arrives at the following con- 
clusions :—— 

1. There is an intimate relation between the parotid gland and 
the abdominal and pelvic viscera. 

2. This close relation probably exists through the medium of the 
symphathetic nervous system. 

3. Suppuration or non-suppuration of the parotid gland in these. 
cases depends entirely upon the local conditions in the gland. 

4. This complication may follow any surgical operation upon the 
viscera of the abdomen and pelvis, but it occurs more often after an 
ovariotomy. 

5. The patient’s life is not jeopardized per se by the occurrence 
of this complication. 

6. The appearance of the parotid bubo usually marks a turning 
point in the disease. 


J. S. Farrparren. 


The Importance of a more Radical Operation on Carcinoma 
Cervicis Uteri as suggested by Pathological Findings in 
the Parametrium. 


Sampson (Joun A.), M.D. Bulletin of The Johns Hopkins Hospital, 
December, 1902. 


Dr. Samrson thinks that with an early diagnosis the best results will 
be obtained by a more radical operation than is usually performed. 
He describes carefully and at length an operation he advocates, and 
comes to the following conclusions : — 

1. Carcinoma of the cervix may metastasise to small lymph nodes 
along the blood vessels, and these nodes may have a diameter of not 
over 1 to 1°5 mm. 

2. As the nodes are very small it may be impossible to feel them 
either in the parametrium or along the pelvic vessels. 

3. These metastases may be so minute and scattered that they can 
be discovered only accidentally or by cutting serial sections. 

4. In every case of hysterectomy for carcinoma of the cervix the 
lymphatics along the pelvic vessels and also the parametrium should 
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be removed en masse with the uterus, because an enlarged gland is 
not necessarily an invaded gland, and cancer may be present, or very 
small lymph nodes which cannot be palpated; therefore clinically it 
is impossible always to diagnose cancerous lymphatics. 

5. Should the ureter be adherent to the parametrium the lower 
portion of it should be sacrificed and all the tissues from cervix 
to pelvic wall removed, for if the ureter is dissected free two things 
are very apt to occur: (a) The disease will probably return; (6) an 
uretero-vaginal fistula will probably result from injury to the blood 
supply of the ureter. 

6. In every case of hysterectomy for cancer of the cervix the 
lymphatics should be removed from the pelvic vessels from above 
downwards, together with the uterus, and all the tissues lateral to 
the cervix from pelvic wall to pelvic wall undisturbed, including the 
lower 4 cm. of the ureters, and the ureters should be implanted in the 
bladder. 

The operation Dr. Sampson describes takes from two to three 
hours to perform, and he wonders whether such an operation is 
justifiable, what the primary mortality will be (in his cases one died 
out of three), and what will be the percentage of cures, whether it is 
necessary to sacrifice the lower end of the ureter, and why it cannot 
be dissected free, to all of which he answers that time and work will 
show. 

In this paper also he discusses and reviews the literature on the 
‘ Ligation of One Ureter as an Aid in the more extensive Operations 
for Carcinoma of the Cervix,’ and “ Resection of the Ureters in 
Hysterectomy for Cancer of the Uterus where there has been more 
Lateral Extension of the Growth.” 

Comyns BERKELEY. 


The Remote Results of Fixation of the Uterus without Sutures. 
Ferrari (Tviy10). Archiv. Italiano di Ginecologia, December, 1902. 


ImMpressep by the inefficiency of hysteropexy in the treatment of 
backward displacements of the uterus, and by the frequency with 
which dystocia follows the operation, the writer suggested two years 
ago a new method of correcting this abberration. After performing 
colpo-celiotomy he breaks down adhesions and replaces the womb 
in the correct position. He then sets up an adhesive peritonitis by in- 
troducing a foreign body into the pouch of Douglas. The operation 
is simple and its remote results are excellent. The writer has per- 
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formed it on eight patients who had backward displacements of the 
uterus which could not be rectified, on account of strong adhesions, 
by the sound or by posturing. Three of the patients have since con- 
ceived and had natural labours at term. Their wombs have remained 
in good position. Of the other five who have not conceived, only one 
has had any recurrence of the displacement, and that in a slight 
degree and without the same amount of discomfort. 


R. W. MacKenna. 


Congenital Absence of the Vagina: Successful Plastic Operation. . 


Guretmi. La Clinica Ostetrica, December, 1902. 


A woman, aged 29, had been married for nine years, but connection 
had never been completed. She was well formed and healthy, and 
stated that she had begun to menstruate at 15, and had menstruated 
regularly. On examination the external genitals seemed well formed, 
but the labia minora projected very much beyond the labia majora. 


On separating the labia a fine translucent membrane of a dark red 
colour was found to close completely the vaginal introitus. The 
meatus urinarius was not much dilated. No opening into the vagina 
could be found, and on a severe cross-examination the woman 
confessed that she had never menstruated. On rectal examination it 
was found that the uterus and adnexa were absent.. The writer 
performed the following operation, which he thinks is new :—Under 
chloroform two fingers were introduced into the rectum, and a metal 
catheter into the bladder. An incision was then made from the urethra 
to the rectum, so that the membrane was divided in its whole extent. 
He then separated the tissues between the urethra and rectum with 
his fingers, to a depth of about 11 centimetres, and packed the cavity 
with iodoform gauze. Two days later the second part of the operation 
was performed. Small pieces of skin were cut from a live hen and 
grafted on the roof of the artificial vagina. In eight days the grafts 
had taken. The patient was again anaesthetised, and an incision 
made in the middle line along the whole length of the internal 
surface of the labia minora. The halves of the labia above this 
incision were then split vertically into two parts of equal thickness, 
and the inner layer on each side was turned up and stitched to the 
internal walls of the vagina, previously freshened with the curette, 
so as to supply it with a lining. The grafted pieces of the labia 
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formed strong adhesions, and when the patient left hospital she had 
a vaginal cavity about 6 cm. in depth. She was instructed to 
introduce a speculum regularly. 


R. W. MacKenna. 


Primary Chorio-epithelioma of the Vagina. 


Hist. Centralblatt fiir Gynik., December, 1902. 


Hist records the following case :—The patient was 36 years of age. 
She was admitted into hospital in June, 1900, and shortly afterwards 
delivered of a vesicular mole. In December, 1901, a full term 
macerated fetus was born (breech first). The puerperium was 
normal. Ten weeks after the confinement the patient was again 
admitted for vaginal hemorrhage, and on examination a growth, the 
size of a walnut, was found on the posterior aspect of the vaginal wall 
in its lower third; it was movable on the deeper structures, and had a 
soft, doughy consistence; its surface was ulcerating, and blood was 
escaping from the centre of the ulcer. The uterus was normal; 
curetting proved the endometrium to be healthy; the adnexa were 
normal. The tumour presented on section a greyish-white mass, 
intermingled with blood clot. On microscopical examination the 
growth showed syncytial masses and Langhans’ cells, the latter often 
lying deep in the vessels. The stitches were taken out on the tenth 
day after removal of the growth, when the vaginal wall appeared to 
be free from any recurrence. Twenty days after the removal of the 
primary tumour, the operation site was occupied by a recurrence as 
large as the first, and other growths had made their appearance on 
the vaginal wall. Hiibl compares this case with those of Schmit and 
Schlagenhaufer. The more favourable results of removal in their 
cases had given rise to the erroneous impression that primary chorio- 
epithelioma of the vagina was less malignant than the similar growth 
found in utero. The question of recurrence had to do solely with the 
duration of the disease before the patient was submitted to operation. 


CuTHpert Lockyer. 


On Teratomata: Hydatidiform-mole-like Proliferation in a 
“Dermoid Cyst” of the Ovary. 


Pick. Berliner Klinische Wochenschrift, 1902. No. 51, p. 1,189. 


Ir has been stated by Marchand, and more recently by Bonnet, in 
connection with the question as to whether teratomata of the sexual 
glands, “dermoid cysts” or “ embryomata,” arise from displaced 
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blastomeres or from fertilised polar cells, that in these tumours no 
trace of foetal membranes can be found. This statement can hold 
good no longer. Schlagenhaufer has recently proved the presence of 
derivatives of foetal membranes in teratomata of the testis. Pick’s 
paper proves the same thing with regard to teratomata of the ovary. 
Schlagenhaufer found in some places typical chorio-epitheliomatous 
tissue, in others structures indistinguishable from hydatidiform mole 
in solid teratomata of the testis. It was already known that chorio- 
epithelioma might occur outside the placental site, during or after 
pregnancy. Schlagenhaufer’s cases show that chorio-epithelioma 
may occur without any placental site, either in a non-pregnant 
woman or even in a man. 

In five other solid tumours of the testicle (Waldeyer, Breus, 
Kanthack and Pigg, Silberstein, and MacCallum) cystic structures 
exhibiting typical macro- and microscopical characteristics of 
hydatidiform mole were found in the blood vessels (spermatic plexus, 
jugular veins, pulmonary arteries, etc.) and in the heart, either lying 
free or attached to the wall of the vessel or of the heart. In two of 
these cases the teratoma itself contained no hydatidiform material. 
Schlagenhaufer also found no true hydatidiform proliferation in the 
teratoma itself in his case. 

Pick’s case was a cystic teratoma, “ so-called dermoid cyst,” of the 
ovary, in which he found, not chorio-epithelioma or malignant 
hydatidiform mole with metastases, as in the cases quoted above, but 
tissue exactly resembling an innocent hydatidiform mole. The 
patient was 30 years old, had had no children, and no miscarriages, 
and had always menstruated regularly. At the end of July, 1902, 
her period came on a week late. The bleeding was rather more free 
than usual, though not profuse. Early in September she attended 
at Landau’s Klinik on account of continuous hemorrhage. <A 
tumour, doughy in consistency, rather larger than a fist, was found 
lying to the right of and behind the scarcely enlarged uterus. The 
diagnosis lay between tubal abortion with hematocele, and ovarian 
dermoid. On September 8th Landau opened the abdomen, and found 
the uterus and left appendages normal, the isthmus of the right tube 
considerably thickened, and an adherent dermoid cyst of the right 
ovary. The patient was discharged well on October 7th. The 
ovarian tumour contained typical dermoid slime, with hair, 
transparent jelly, some cartilage, and a tooth. A separate loculus, 
the size of an apple, contained clear serous fluid and bladder-like 
structures. The inner surface of the loculus was quite smooth, 


whitish and shining, and partly covered by the small bladder-like 
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structures, which were quite transparent, loosely attached to the wall, 
and some of them floating on delicate stalks. Their size was equal 
to that of a pea, or smaller. Many of them were attached to one 
another by delicate stalks, so as to resemble bunches of grapes or 
strings of beads, just as in a typical hydatidiform mole. 

Microscopically the stroma was necrotic. No blood vessels could 
be found in it. On the surface of many of the cysts a more or less 
continuous cell covering could be seen, either a wavy narrow band, 
a many-layered sheet, small clumps of cells or single cells. Four 
different varieties of cells could be distinguished, syncitium, 
Langhans’ cells, polymorphonuclear leucocytes, and very large cells 
with well-stained giant nuclei. The right tube contained a firm 
blood clot as large as a walnut, in which chorionic villi with well- 
preserved stroma were found. There was no chorio-epitheliomatous 
invasion of the tube wall. The villous epithelium had disappeared, 
or was much flattened. In some places there were syncitial buds. 

It might be suggested that the tubal pregnancy was responsible 
for the ovarian hydatidiform mole. Or was it due to a previous 
unnoticed tubal pregnancy; or was it a real ovarian mole due to an 
ovarian pregnancy? The loculus containing the mole was completely 
closed, filled with clear fluid, and covered for the most part with one 
layer of low cylindrical epithelium. If the mole had resulted from 
an embolus or from a primary ovarian pregnancy there must have 
been blood clot in the cavity and hemorrhagic infiltration of its walls. 

Pick discusses the differences between true teratomata or embryo- 
mata and dermoids. After careful consideration of the views of 
Marchand, Bonnet, Schlagenhaufer and Wilms, he concludes that 
the presence of elements or derivatives of the foetal membranes in 
teratomatous tumours is no proof of their origin from fertilised polar 
bodies, and that their absence is no proof of the origin of these 
tumours from displaced blastomeres. It seems possible, in spite of 
Schlagenhaufer’s views, that all teratomatous structures primarily 
contain ectodermal germ material for formation of foetal membranes, 
and are all developed from segmentation spheres which have been 
left behind. 

Pick considers that the value of this case, and those quoted above, 
lies not in proving, or tending to prove, the mode of origin of terato- 
mata, but in showing that chorio-epithelioma or hydatid-mole-like 
structures can arise from teratomata in any part of the body, quite 
apart from pregnancy, in either man or woman. Between such 
structures and the ordinary chorio-epithelioma or hydatidiform mole, 
although they are identical in anatomical structure and specific 


i 
f 
q 
4 
ths 
4 
om 
c=) 
© 


Current Literature: Gynzecology 285 


histogenesis, there is this one difference, the latter are descendants 
of the patient who carries them, the former are of the same 


generation as the patient. 
Henry Russert ANDREWS. 


Removal of Vesical Papilloma through an Incision in the 
Septum, with the Patient in the Knee-chest Posture. 


Howarp Ketzry, M.D. Amer. Journ of Obstet., January, 1903. 


“In the present state of the development of vesical surgery the 
following case in which a papilloma of the vesical mucosa was re- 
moved in a new way, becomes a matter of great surgical interest.” 

After placing the patient in the knee-chest posture and letting 
air into the bladder through a catheter or speculum, the posterior 
vaginal wall is lifted up so as to expose the anterior vaginal wall 
from cervix to urethra. <A suitably curved knife is now plunged 
through the vesico-vaginal septum into the air-distended bladder, 
and if the knife be sharpened on both edges, the cut can be 
lengthened fore and aft from the cervix to the urethra if desirable. 
An artificial aneemia of the bladder is induced by this posture, and 
whatever blood escapes runs down into the bladder, in no way obscur- 
ing the field of operation. By this method any part of the vesical 
wall can be caught and drawn up through the incision into the 
vagina, and in this way papillomata and tumours, or ulcerated 
patches, can be removed from the bladder wall. 

A patient, 51 years of age, had five years previously an attack of 
hematuria; one year later a second attack, and twelve months ago 
further vesical hemorrhage, accompanied by cystitis. At this time 
the bladder was curetted and a growth removed. For six months 
she remained free from symptoms, but at the end of that period the 
hemorrhage recurred. 

In April, 1902, Kelly made a thorough examination of the pelvic 
organs, and examined the interior of the bladder with the cystoscope. 
No abnormal condition of these organs was discovered, but the right 
kidney was found to be freely moveable, and was sutured 
to the abdominal parieties in the usual way. This operation 
did not relieve the urinary symptoms, and five weeks later another 
vesical inspection, this time with the patient in the genu-pectoral 
posture, revealed a lobulated mass to the extreme right on the anterior 
vesical wall behind the pubic ramus, hanging like a bunch of 
grapes. Air was let into the empty bladder, and an incision, 
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five c.m. long, was made in the median line by plunging a curved 
knife into the septum. The edges of the incision were drawn apart, 
the tumour, together with the adjacent bladder wall, was grasped and 
drawn into the vagina. The pedicle was transfixed, well away from 
the tumour, ligatured, and removed. The vaginal wound was then 
closed by fine silver-wire sutures passed through the entire thickness 
of the vaginal incision down to the vesical mucosa, leaving a small 
opening to drain the bladder for a few days. Eight days later the 
drainage catheter was removed and the wound closed spontaneously. 
After the closure the patient was again placed in the genu-pectoral 
posture, a urethral speculum passed, the pedicle-ligature caught with 
a pair of forceps, and withdrawn through the speculum. The tumour 
was diagnosed as “a papilloma of the bladder (malignant).” 

This case teaches the following points :-— 

1. The method has a wide applicability and is well adapted for 
the removal of some vesical tumours. 

2. The distended bladder is less vascular in this than in any other 
position. 

3. Blood which escapes falls towards the vertex and does not 
obscure the field of operation. 

4. The cut bladder wall is thinner than is the case in the con- 
tracted condition. 

5. The vesical walls can be everted into the vagina to a remark- 
able degree. 

6. The bladder wall can be resected and sutured with security. 
7. The easy removal of the ligature through the speculum. 


HERBERT WILLIAMSON. 


An Improved Method of Uretero-vesical Anastomosis. 
Henyer (Guy L.). American Gynecology, December, 1902. 


Tue renal end of the severed ureter, which is to be inserted into the 
bladder, is split along its anterior and posterior walls for a distance 
of 1 cm., thus forming two lateral flaps. A “ working” incision of 
2 to 3 cm. is made in the fundus of the bladder, and by inserting a 
scalpel through this, and quickly pushing it through the bladder 
wall, an opening is made for the ureter at the selected point, usually 
high up and as far lateral as possible. Two toothed mosquito forceps 
are then passed through the working incision, and out through the 
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anastomosis opening, each forceps grasping one of the lateral flaps 
of the ureter. A posterior suture, as the more difficult, is passed 
first; it enters the bladder wall posteriorly, penetrating serous and 
muscular coats, leaving it near the anastomosis opening, then takes 
up the serous and muscular coats of the ureter about 4 cm. above the 
level of the split, and crossing above the split, takes up the posterior 
wall again and then descends to enter the bladder wall on the other 
side of the opening. A similar suture is set for the anterior ureteral 
wall, thus giving two mattress sutures, which will fasten the anterior 
and posterior walls of the ureter into the bladder opening. The flaps 
are then denuded of their serous coats, and drawn into the bladder by 
the forceps and the sutures tied. The flaps still held by the forceps 
are everted into the working incision, and a rectangular piece of the 
bladder mucosa, corresponding to the size of each lateral flap, is cut 
from the sides of the anastomosis opening. The flap sutures, pre- 
ferably of catgut, are then passed through the flap near the end, and 
through the denuded part of the bladder wall, and tied. Unless 
suprapubic cystotomy is indicated, the working incision is now 
closed. This method is applicable to cases of surgical injury to the 
ureter, in ureteral stricture near the bladder, in cases of post-mortem 
and post-operative uretero-vaginal and uretero-uterine fistule, in 
abnormal congenital ureteral openings, and sometimes may be useful 
in operating for malignant disease. 

T'wo cases are quoted in which this method was used, and a short 
resumé of the more important landmarks in the history of ureteral 
surgery is given. 


J. S. Farrsarrn. 
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Obituary Wotice. 


MAX SANGER. 


[This notice is summarised from the biography contained in the 
Monatsschrift fiir Geburtshilfe und Gyndkologie, by kind 
permission of the authors, Professors A. Martin and A. von 
Rosthorn, and of the Publisher, 8. Karger, Berlin.] 


Ovr last obituary notice recorded the death of Porro, whose name 
must be always associated, in the history of Cesarean Section, with 
the operation which roused to fresh efforts the obstetric surgeons of 
a quarter of a century ago. We now announce with deep regret the 
death of Professor Max Singer, of Prag, who initiated, and 
contributed to the perfecting of, the conservative Cesarean 
operation. Unlike Porro, who had for years ceased to take an active 
part in obstetric work, Singer was struck down in the fulness of his 
energies and brimming over with professional interests and aspirations 
for further contributions to the advancement of Gynecology. 

Max Sanger was born at Bayreuth on the 14th of March, 1853. 
He studied at Wiirzburg from 1871 to 1873, and at Leipzig until 
1875, and passed the “ Staatsexamen” in 1876. He obtained the 
degree of doctor in June, 1876. The theme of his dissertation was 
certain phases of pulmonary consumption. For two years more 
Sanger was Assistant at the Institute of Pathological Anatomy, in 
Leipzig, and he obtained an amount of knowledge and experience 
which had much influence upon his future studies and pursuits. He 
also obtained great experience in the practice of medicine at the 
Poliklinik. 

In 1878 Singer became assistant to Credé, and held the appoint- 
ment for three years. The chief of the Clinic was by this time 
gradually retiring from practice, and Singer was appointed “ official 
operator,” and found, consequently, remarkable favourable conditions 
for the practice of gynecological surgery. 

In May, 1881, he became “ Docent” in Obstetrics and Gynécology, 
his “ Habilitation ” essay having its subject Cesarean Section. This 
contribution attracted much attention, and marked the beginning of 
the change in opinion towards the conservative operation. 

From this time onwards Singer had a very extensive practice, 
and was always in the front rank of gynecological surgeons. Among 
the newer methods and operations which he advocated and practised 
were vaginal extirpation of the uterus, the vaginal operation for 
diseased appendages and intra-peritoneal abscess. Some measure ot 
Sanger’s extraordinary activity and success in gynecological practice 
may be obtained from the fact that by 1890 he had built a private 
hospital of 25 beds on the newest plans and with all the modern 
appliances and fittings, including laboratories for histology and 
bacteriology. 

In the end of 1890 he was appointed extraordinary professor in 
the University; in 1897 “ Medicinalrath ” to the King of Saxony; 
and in 1899 Ordinary Professor and Chief of the Clinic of Obstetrics 
and Gynecology in the German University of Prag. 
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Singer had now reached probably the height of his ambition. 
Honours were conferred upon him at home, and he was made 
Honorary Fellow or member of most of the Gynecological Societies 
of Europe, and, above all, he was placed at the head of a large 
celebrated, well-constructed and endowed University Clinic with 
every opportunity of stamping with his own personality the teaching 
of obstetrics and gynecology from the position of vantage of the 
ordinary professorship. 

But he had lined entered upon his duties in Prag when his 
health gave way. He had worked too hard. “ An inexorable fate 
has called Singer away from his labours at the moment when he 
had reached the goal of well-founded hopes and wishes, when there 
was presented to him the wide field of academic activity which he 
had long striven to reach.” When his intellectual and physical 
powers were obviously impaired Singer considered it an intolerable 
sacrifice to devote sufficient time to recuperation. After far too. 
short a rest he returned to work, only to find in a few months that 
his active career was at an end. About the New Year there seemed 
to be some slight improvement, but he died suddenly of apoplexy 
on the 12th of January, just near the end of his fiftieth year. 

Siinger was perhaps of all German gynecologists the best-known 
personally in this country. His reputation as an indefatigable 
and successful worker at obstetrics and gynecology, his vivacity, 
geniality, and kindliness of manner, and his gift of tongues which 
gave him access and made him accessible to the thoughts and 
interests of most foreigners whom he met, made him a man of mark 
wherever he went. He was a remarkably regular attender of inter- 
national and national congresses, to whose transactions he invariably 
contributed something theoretical or practical which arrested attention. 
German gynecology has suffered a very great, perhaps an irreparable, 
injury in the death of Singer, and innumerable lachgenossen 
throughout Europe and America will sympathise with Germany and 
feel themselves something in the nature of a personal loss. 

Two of Siinger’s personal friends, Professor A. Martin, of 
Greifswald, and Professor A. von Rosthorn, of Heidelberg, the former 
of whom has been perhaps not second to Singer in his knowledge of 
British gynecology and gynecologists, have performed the pious 
task of compiling a bibliography of the scientifie work of their friend. 
It presents a wonderful picture of genius and industry applied to 
the advancement of knowledge in the field of his labours. 
v. Rosthorn mentions 132 monographs and contributions to medical 
literature as the expression of his work at Leipzig alone. No 
obstetric subject which came up for discussion during these twenty 
years failed to attract his attention or elicit some contribution, and 
this apart from his epoch-making contributions on Cesarean Section. 
His most important work appeared as a monograph in 1882, Ver 
Kaiserschnitt bei Uterus-jibromen, nebst der gleichender Methodil 
der Sectio Casarea und der Porro-operation.—K ritiken, Studien, und 
Vorschlige zur Verbesserung des Kaiserschnitts, and for 16 or 17 
years he continued to pour out suggestions and experiences on the 
same subject. He rehabilitated, almost invented, the Caesarean 
operation. 

In gynecology he did some excellent work, chiefly clinical, on 
gonorrheal infection in women. Tere he came somewhat late into 
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the field, but his prominence and influence obtained for him a 
hearing hardly granted to some of his own countrymen who were 
doing probably more original and difficult work. Singer’s early 
opportunities and experiences made him a pathologist, and the 
application of his knowledge to gynecology marked him early as a 
gynecologist of the first rank. Hence it arose that a case which 
would have been passed over by most men as merely curious gave 
Sanger the opportunity which produced his famous contribution to 
the forty-fourth volume of the Archiv fiir Gynikologie on “ Sarcoma 
Uteri Deciduo-cellulare and other Decidual Tumours,” of which so 
much has been said and written since. 

He wrote a vast amount of interesting matter on plastic operations 
in gynecology, on displacements of the uterus, operations on the 
appendages, tubal pregnancy, hysterectomy, and, in fact, on most, 
or nearly all, the subjects which exercised gynecological surgeons 
during the whole period of his professional career. It cannot be 
claimed for him that he was always original; but he tried all things, 
and showed a wonderful surgical instinct in holding fast that which 
was good. But he was not merely an industrious and gifted 
gynecologist and pathologist. He was full of interest in men and 
events; he had the observing eye as a traveller, and he wrote 
biographies, historical reviews, criticisms, and description of travel 
in a vivacious, picturesque and attractive style, not always a distinctive 
feature in the medical literary productions of his countrymen. 

To Sanger and Martin Germany and the world owe a debt of 
gratitude for the fir Geburtshilfe und Gyndkologie, 
founded by them in 1894, and edited and conducted by them jointly 
until Singer’s health failed. 

It would be a difficult and useless task to endeavour to estimate 
Siinger’s influence upon the course of modern gynecology in Europe. 
Time alone will tell what contributions of his to theory and practice 
will survive. We may feel assured that much that caused a good 
deal of stir in Germany was fugitive, and with change of fashion in 
surgery and of nomenclature in pathology, it will be, or seem to be, 
overworn or even forgotten. But with regard to Cesarean Section, 
there can be little room for doubt. It may be objected, in detraction 
from Singer’s merits, that every improvement in abdominal surgery 
was leading up to and suggesting the conservative operation, and 
that to a well-equipped gynecologist it was a small step from Porro’s 
operation to its modifications. Still Singer was the man of the time 
who had acquired the thorough grounding in pathology and in 
general medical practice, and who had obtained the advantage of a 
singularly concentrated experience in obstetrical and gynecological 
surgery; he had also the creative scientific imagination without 
which all the rest would have been barren. He knew the season 
when to take occasion by the hand; and he succeeded in robbing of 
its terrors the most terrible experience to which women may have to 
submit, and removing from the obstetric art probably the final 
reproach of the cruelty of ignorance. And friends and contemporaries 
can rest assured that whatever minor services to science and to 
humanity may shrink into insignificance, or perhaps be forgotten, 
one great achievement will stand out in all future histories of 
obstetrics and gynecology by the association of the name of Max 
Singer with the Conservative Cesarean Section. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Annual Meeting, February 4th, 1903, Dr. Paver Horrocks, President, in 
the Chair. 


Dr. Epren showed a specimen of 


Feetal Ascites. 
The history of the labour was as follows :— 

The patient, an unmarried primipara, aged 18, was admitted to one 
of the Workhouse Infirmaries in London, on January 17th, 1903, having 
then been for some hours in labour. On admission, it was noted that the 
external os was about the size of half-a-crown, the membranes were 
ruptured, and the presentation was a footling. Pregnancy had advanced 
to about the end of the eighth month. The progress of the labour 
was very slow, and at 8 p.m., January 18th, the practitioner in 
charge of the case found on examination the foot of the child 
in the vagina; in his own words it was “quite black and putrid.” 
He made traction upon the limb to deliver the breech, but the foot separ- 
ated at the ankle. Traction upon the other leg failed in the same way. 
He then attempted to seize the breech with a pair of craniotomy forceps, 
but, in his own words, “ Every time traction was made, they came away 
with a piece of putrid skin.” Being unable to make out the cause of 
obstruction, he sent for assistance. 

On examining the patient, the first thing that struck one was that, 
although labour was a month premature, and part of the body of the 
foetus had been delivered, the uterus was quite as large as an ordinary 
full-time pregnancy. Upon vaginal examination the sacrum was made 
out with some difficulty lying high up posteriorly. It was therefore 
clear that the distended abdomen formed the presenting part and was the 
cause of the obstruction to delivery. It was opened with a pair of scissors, 
and between two and three quarts of thin yellowish fluid escaped. The 
body of the child was delivered naturally within a few minutes. The 
placenta was adherent and had to be removed by the fingers. The body of 
the foetus showed marked signs of maceration. On laying the abdomen 
open, the peritoneal cavity was seen to be enormously enlarged ; the liver, 
stomach and intestines were crowded into the vault of the diaphragm ; 
there were no peritoneal adhesions and no sign of peritonitis in any part. 
The bladder was distended to a moderate extent ; the external genitals were 
absent, having been torn away by the forceps during the unsuccessful 
attempts at delivery. A probe, passed from the bladder into the urethra, 
showed this channel to be impervious. From the absence of a uterus, it 
was clear that the sex of the foetus was male. The heart was normal in 
all respects; owing to its macerated condition, the liver and portal cir- 
culation could not be thoroughly examined, but appeared normal. There 
was no distention of the ureters and the kidneys were normal. The cause 
of the ascites in this case remained secure. Dr. Ballantyne (Ante- 
natal Pathology) spoke of peritonitis and syphilis as the commonest 
causes. The former could in this case be excluded, and although 
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exclusion of syphilis was a more difficult matter, there was no 
positive evidence of its existence in either parent. It was curious 
that only one case had been recorded, in which foetal ascites was 
caused by portal obstruction ; it was recorded by Dr. Herman in 1881, the 
cause of the obstruction being a tumour of the adrenal body. The associa- 
tion of ascites with distention of the bladder appeared to be common, for 
Dr. Ballantyne had collected 58 cases in which these conditions co-existed. 
The patient made a good recovery. 

Dr. Hersert Spencer had met with about six cases of foetal ascites. 
In some of these the amount of fluid was small, but there was a large 
amount of lymph binding the intestines together, and the absence of any 
obvious cause for this peritonitis, and the presence of bone-disease, and the 
history, had led him to think that in these cases the ascites was due to 
syphilis; but in other cases, where there was a large quantity of fluid 
present, as in Dr. Eden’s specimen, he had not been able to discover the 
cause of the effusion. 

Dr. Mauriys said that the specimen exhibited was interesting for two 
reasons, the difficulty in diagnosis and the probable origin of the large 
accumulation of fiuid in the peritoneal cavity. Sir James Simpson, many 
years ago, called attention to this form of embarrassment and mentioned 
some cases of its occurrence. Dr. Malins remembered one instance in 
which similar difficulty in delivery had happened: in this instance, the 
origin of the fluid was at the time believed to be tubercular disease. 
The evidence of syphilis, and the manner in which it acted in the production 
of this condition was not easy to obtain or to prove. He was inclined to 
think that it was adduced generally in the absence of other known or 
ascertained causes. 

Dr. Sixes brought forward a short communication on a case of Profuse 
meningeal hemorrhage during labour, and this was discussed by Dr. 
Herbert Spencer and the President. 

Dr. RusseLt ANpREws read the notes of a case of Primary carcinoma 
of the Fallopian tube, and some interesting points in regard to the disease 
were brought forward by Mr. Alban Doran and Dr. Inglis Parsons. 

Mr. Hanpuey showed a specimen of a Solitary interstitial fibroid re- 
moved by abdominal myomectomy, and Dr. Inciis Parsons read the 
notes of an unusual case of Sarcoma of the ovary. 

Dr. Hersert Spencer exhibited Kurz’s ingenious needle holder. 

The Report of the Treasurer having been read, it was moved by Dr. 
Daktn and seconded by Mr. Henry Brices that the audited report of the 
Treasurer just read be received, adopted and printed in the next volume 
of the “ Transactions ” and that the most cordial thanks of the Society be 
given to Dr. Champneys for his valuable services during his term of office. 

It was moved by Dr. Mauins and seconded by Dr. Herpert Spencer 
that the Report of the Hon. Librarian be received, adopted and printed in 
the “ Transactions.” 

Dr. CHamMpNEYS moved and Dr. Lewers seconded that the Report of 
the Chairman of the Board for the Examination of Midwives be received, 
adopted, and printed in the “ Transactions.” 

The Presipent, in delivering his Address, referred to the passing of 
a law, whereby legally qualified ladies were made eligible for the Fellowship 
of the Society, and the names of ten ladies, who had been elected during 
the past year, were given. It was also pointed out that a new rule had 
been made to enable authors of papers to have their work published in 
Journals, other than in the Transactions of the Society, if they so desired. 
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The financial condition of the Society was satisfactory. Now that the 
Midwives’ Act had been passed, the necessity for continuing the examina- 
tion held for Midwives by this Society would shortly cease to exist. 

Dr. Champneys was congratulated on being elected Chairman of the 
first Board appointed by the State, and the State was to be congratulated 
on having secured the services of one who knew the work so well and who 
was second to none in ability for organising the new State Examinations 
on a thoroughly satisfactory basis. 

The new Pathological Committee, instituted twelve months ago, had 
done excellent work. Allusion was made to the excellent material provided 
by the exhibition of 59 specimens during the past year. Nine papers had 
also been read during the year, and a brief resumé of each paper was 
given, the salient points of each subject being commented upon, together 
with the general opinions, which were given during the discussions. 

Obituary notices of Fellows, who had died during the preceding year 
were given, namely, of John Griffith Lock of Tenby ; John James Tweed, of - 
London ; Thomas Robert Lombe, of Torquay, who was elected a Fellow in 
the year of the foundation of the Society, 1859; James Neal, of 
Birmingham ; and Henry Oldham, Consulting Obstetric Physician to Guy’s 
Hospital. Dr. Oldham was one of the first Vice-Presidents of the Society, 
and was its third President, and its second Treasurer, and one of its 
first three Trustees. He held the latter post up to his death, that is, for 
a period of over forty years. Dr. Champneys had been appointed in his 
stead. Oldham was appointed Obstetric Physician to Guy’s at the same 
time as Lever. He was one of the best lecturers that Guy’s ever had. In- 
teresting details of his life, obtained from Sir Samuel Wilks, Dr. 
Constantine Holman, Colonel Oldham (his surviving son) and others, were 
given. 

Thanks were given to the Senior Honorary Secretaries, Dr. Herbert 
Spencer and Dr. Amand Routh, who had greatly assisted the President 
during his first and second years of office respectively. 

The List of Officers for 1903, recommended by the Council was read. 

A vote of thanks to the retiring Vice-President and Members of Council 
was moved by Dr. Huserr and seconded by Dr. 

Dr. CuLLincwortH moved and Dr. Epgn seconded that the cordial 
thanks of the Meeting be given to Mr. Alban Doran for his valuable 
services to the Society as Editor of the Transactions, which office he has 
now resigned. 


This was carried with acclamation and acknowledged by Mr. Doran. 


BRITISH GYNAXCOLOGICAL SOCIETY. 
Meeting, February 12th, Dr. Heywoop Smith, President, in the Chair. 


Dr. H. MacnauGuton-JongEs read two cases of Cysts in the Inguinal Canal. 
The first simulated a hernia, and had been kept up by a truss, but became 
irreducible and increased in size, and on operation was found to be a cyst 
containing blood, and intimately connected with the round ligament in a 
patent canal of Nuck. The diagnosis in the second case also was difficult, 
but at an operation for salpingo-odphorectomy and ventrofixation the 
round ligament was found spread out over, and intimately attached to, a 
cyst in an otherwise normal canal. Quoting a case of double inguinal 
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hernia, ultimately fatal, mistaken for hydrocele of the round ligaments, he 
concluded that every doubtful swelling in the inguino-labial region in 
women indicated operation. 

Mr. BowreMan JEsseEtT described an Operation for the Removal of a 
Dermoid Cyst of the Right Ovary. The appendix had been adherent to the 
tumour, and was much thickened, and was removed after double ligature 
without turning back the peritoneum, Mr. Jessett having found, from 
experiments on the cadaver, that by ligaturing the appendix in its entirety 
the mucous coat is completely divided, just as the inner coat of a tied 
artery. Mr. Jessett also showed a Uterus Removed for Hemorrhage due 
to a Submucous Fibroid some two years after a Ventrofixation for Retro- 
version and Prolapse. Chromic gut sutures had been passed through 
peritoneum, fascia and muscular tissue, but at the second operation there 
were merely some peritoneal attachments to the abdominal parietes, from 
one-half to one inch long, sufficient to prevent the recurrence of the 
retroversion, but nothing to interfere with pregnancy had it occurred ; 
certainly there was no such support as would have prevented recurrence in 
a case of complete prolapse. 


After some remarks by the President, Dr. L. Garrett Anderson and 
Dr. F, A. Purcell, Mr. Jessett replied. 


The PrEsIDENT then delivered his 


Inaugural Address. 
He said that in 1884, after consultation with the leading gynecologists of 
the day, he had had the honour to draw up a plan and rules for the 
Society, and to convene the meeting at which it was constituted. Dr. 
Robert Barnes accepted the position of honorary President, and happily 
was still with them, and Sir J. Halliday Croom, their late President, was 
a member of the first Council selected. From the first it had been felt that 
the exhibition of specimens and the reading of cases should take precedence 
of more formal papers. In a comprehensive review of the work done by 
the Society since its commencement, he mentioned that 738 specimens had 
been shown, nearly all from operations, and very few from necropsies. Of 
these 243 were examples of fibroid tumours, in the removal of which up to 
the year 1894 clamps and the serre-neud were almost invariably employed, 
but since that date the prevailing method had been sub-peritoneal 
hysterectomy, and he congratulated the Society on the share they had taken 
in the improved method of treating the stump. Of ovarian tumours 140 
had been exhibited, chiefly in the earlier years, for ovariotomy had come 
to be regarded as no longer an operation to be deferred till a tumour had 
developed to an inconvenient or dangerous size, and probably only the 
rarer forms were now thought worthy of being brought before the Society. 
Of those shown 26 were dermoid and 19 malignant growths, while 14 were 
instances of twisted pedicle. While this mass of material proved the vast 
importance of surgical methods in the relief of the diseases of women, it 
must not be forgotten that medical methods afforded no “chips from the 
workshop ” for exhibition, though in medical gynecology so-called, there 
was no doubt much minor surgery. Their past work had, he believed, 
taught them that it was not the most anomalous cases that cast most light 
upon any form of disease, and that each Fellow should bring forward any 
case that might show the advantage, or otherwise, of any special treatment ; 
that it was well to follow up some particular subject till something definite 
had been obtained, and that vast fields for research remained for diligent 
investigation—for instance, the etiology of cancer. He gave the details of 
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the Society’s scheme for the examination of monthly and gynecological 
nurses, as already published. 

A vote of thanks to the President for his address, proposed by Dr. C. H. 
F. Rout, and seconded by Mr. Jesszurt, was put to the meeting by Dr. 
Macnavucuton-Jongs, and carried by acclamation. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Annual Meeting, Manchester, January 16th, 1903. 


The Hon. General Secretary (Dr. E. O. Croft) read the annual 
report, which showed that the membership of the Society had been well 
maintained. During the year eight ordinary meetings had been held at 
Manchester (3), at Liverpool (2), at Sheffield (2), and at Leeds (1). The’ 
attendance had been good, and seventy items in the form of papers, cases 
and specimens, had been contributed. The Hon. Treasurer’s statement 
indicated that the financial condition of the Society continued to be highly 
satisfactory. The following were elected office bearers for 1903 :— 

President: J. E. Gemmell, M.B, (Liverpool). 

Vice-Presidents: S. Buckley, M.D., W. J. Sinclair, M.D. (Manchester), 
H. Briggs, F.R.C.S., T. B. Grimsdale, M.B. (Liverpool), T. Kilner Clarke, 
M.D., C. J. Wright, M.R.C.S. (Leeds), G. H. West Jones, M.R.C.S., Sinclair 
White, M.D. (Sheffield). 

Council: A. Donald, M.D., A. T. Helme, M.D., Arnold W. W. Lea, M.D., 
S. Nesfield, M.D., D. Lloyd Roberts, M.D., J. P. Stallard, M.D., W. Walter, 
M.D. (Manchester), W. Murray Cairns, M.B., E. T. Davies, M.D., P. 
Edwards, L.R.C.P., R. Humphreys, M.B., J. McClelland, M.D., A. M. 
Patterson, M.D. (Liverpool), J. Braithwaite, M.D., H. Littlewood, F.R.C.S., 
H. Robson, M.R.C.S., A. E. L. Wear, M.D. (Leeds), Percival E. Barber, 
M.R.C.S., J. W. Martin, M.D., A. A. Payne, M.R.C.S. (Sheffield). 

Honorary Treasurer: E. Octavius Croft, M.D. (Leeds). 

Honorary General Secretary: Arthur J. Wallace, M.D. (Liverpool). 

Honorary Local Secretaries: John Scott, M.D. (Manchester), A. Stookes, 
M.B. (Liverpool), Walter Thompson, F.R.C.S. (Leeds), Sidney Barber, 
M.R.C.S. (Sheffield). 

A cordial vote of thanks to the retiring President (Dr. S. Buckley), 
proposed by Dr. Lloyd Roberts, and supported by Drs. H. Briggs, J. W. 
Martin, E. O. Croft, and John Scott, was carried with acclamation. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting, February 11th, Dr. Jas. Ritcutg, President, in the Chair. 
SPECIMENS. 

Sir Hatiipay Croom showed: (1) A Large Fibroid from a Patient Six 
Months Advanced in Pregnancy. There was no chance of delivery “ per 
vias naturales.” He had hoped to postpone the operation till the seventh 
month, but a sharp attack of peritonitis rendered earlier operation 
necessary. (2) A Uterus from a Case sent to him as one of Cancer. The 
patient had all the usual symptoms and signs, and a pathologist reported 
a scraping to be malignant, but after removal the tumour proved to he 
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only a sub-mucous fibroid. (3) A Uterus showing Advanced Cancer. He 
had operated unwillingly, and only by the urgent request of the doctor 
and the patient. The patient lived only a short time. (4) A Uterus 
showing very early Corporeal Cancer. In this case, which was seen and 
recognised very early, he was hoping for a good permanent result. 
(5) A Double Hydrosalping from a patient who had suffered from most 
severe Dysmenorrhea. Unfortunately the removal of the tubes had not 
cured the pain. 

Dr. Scorr Macerecor showed a Fibro-Sarcoma of the Uterus removed 
by Pan-hysterectomy. Its relations to the pelvic and abdominal organs 
were remarkable. 

Dr. D. J. Granam showed an Ovarian Tumour, which had been so 
closely incorporated with the uterus that it had been necessary to remove 
that organ as well. 

Dr. Geo. Ropertson showed an Aborting Tubal Mole, and a Parovarian 
Tumour removed from the same Patient. She had had all the symptoms of 
a ruptured extra-uterine gestation. 

Dr. Havirain showed Various Frbroids in illustration of his paper, 
which he read later in the evening. 


CoMMUNICATIONS. 
1. Dr. Hata Fercuson read a paper on 


Some Experiences in the Gynzcological Surgery of the Abdomen. 
which will be published in an early number of this JouRNAL. 
2. Dr. Hau.rarn read a paper on 


The Treatment of Uterine Fibro-myomata, with a record of 
twenty-eight successful cases of Abdominal Hysterectomy 
by the Supra-Vaginal Method. 


He pointed out the extreme views held by eminent gynecologists on the 
treatment of fibroids. On the one hand, these growths were looked upon 
as trivial unless the symptoms were very urgent; on the other, their 
presence was regarded at all times as a menace to life, and should be 
removed whenever recognised. There were many causes for this diversity 
of opinion, but what had led to it more than anything else was the 
enormous advance in surgical methods and technique, which had robbed the 
radical treatment of these uterine growths of its terrors. It would appear 
as if at present we were in the transition stage where the older gyneco- 
logical physician had not advanced with the studies of gynecological 
surgery, and viewed the treatment from the standpoint of his early practice 
and teaching. On the other hand, there was the opposite extreme of 
excessive zeal begotten of novelty. Dr. Haultain then related his personal 
experiences in regard to the treatment of fibroids by different methods. 
Medical treatment was unsatisfactory, but he had found electrical treat- 
ment in suitable cases gave excellent results. He had had failures, but, on 
the other hand, so many good results that he was certain electricity was 
useful in many cases. Removal of appendages was undoubtedly of great 
service in the treatment of uterine hemorrhage and in promoting the 
atrophy of fibroids. It was, however, limited in its application by its 
impractibility in many instances, and also by the fact that in a percentage 
of cases it failed to produce the benefit desired. The operation was useless 
in the soft oedematous type of fibroid. There was in odphorectomy for 
fibroids, a 15 per cent. chance of failure. Dr. Haultain then discussed 
myomectomy and hysterectomy—the radical treatment of fibroids. 


3 
} 
Se, 
= 
i 
fe 
4 


Reports of Societies 301 


Vaginal myomectomy was often easy when the tumour was polypoidal, but 
might be very difficult if the tumour was sessile. Abdominal myomectomy 
at one time was confined to the removal of pedunculated subserous tumours, 
but now was largely employed for the removal of sessile tumours in all 
situations. He, however, thought it often difficult to decide that the 
tumour or tumours removed were the cause of the symptoms, and therefore 
in most cases he preferred the operation of hysterectomy. Of the two chief 
methods he preferred supra-vaginal hysterectomy to pan-hysterectomy, 
chiefly on the ground that the former operation averaged 20 to 30 minutes 
shorter in execution. Dr. Haultain then referred to his 28 cases of supra- 
vaginal hysterectomy, which had all been successful. He classified the 
indications for the operation, and described the nature of the tumours 
met with. He showed the specimens of special interest. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
Meeting, January 28th, 1903, Dr. Nicen Starx, President, in the Chair. 

A number of fresh specimens were shown :— 

By Dr. Gisson, A Large Uterine Myomatous Tumour, which had caused 
great disturbance from pressure on bladder and bowel, and especially on 
the veins. Hysterectomy was performed, and on examination of the 
tumour the uterus was found to be double (uterus septus). On vaginal 
examination two openings in the cervix (which was left) were found. The 
patient made an uninterrupted recovery. 

By Dr. J. M. Munro Kerr, A Multilocular Ovarian Tumour where 
Adhesions had been very intimate, and a very large placenta from a case 
of labour complicated with maternal ascites, necessitating tapping. The 
placenta was not cedematous, but was a real hypertrophy. 

By Dr. Scorr MacGrecor, A Uterus removed by the Vagina for 
Carcinoma of the Cervix, 

Dr. Carstairs Dove.as read a paper on 


Some Points in Infant Feeding. 

While recommending maternal nursing as the best, he pointed out that in 
certain cases where the child did not thrive, an analysis of the milk might 
indicate the error. He had found in some cases a reduction in the 
percentage of fat, and in others a diminution in the sugar or an increase 
in the amount of proteid. Cow’s milk, used without dilution, was not 
recommended as a routine, but a dilution to 1—3 without the addition 
of cream and sugar (preferably lactose) was too much. The speaker 
pointed out how the reduction in the fats might interfere with the 
absorption of the lime salts (as lime soaps), and might thus have some 
bearing on the etiology of rickets. With the recent statements of Koch 
and the deductions to be drawn therefrom Dr. Douglas did not agree. He 
cited the experiments of Orth in support of his opinion that the sterilisa- 
tion or Pasteurisation of milk was still necessary. He therefore stated 
that for the infant fed with cow’s milk the milk ought to be Pasteurised, 
and ought to be absolutely free from preservatives. The treatment of 
certain cases of infantile indigestion was touched upon, and a number of 
the artificial foods received comment. 

The paper was discussed by a number of the Fellows. Dr. Jarping 
said he strongly approved of sterilisation of milk. Dr. Borianp did not 
agree, and always advised that the cow’s milk should not be sterilised. He 
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drew attention to the cause of trouble with infants suckled as being in 
many cases due to irregularity in feeding, and noted that if the child 
were fed at too short intervals the milk was apt to become condensed, while 
if fed at too long intervals the milk became thin and watery. Dr. Kerr 
gave it as his opinion that the feeding of infants was somewhat haphazard. 
He was inclined to give undiluted cow’s milk, and to dilute it down if 
necessary. He mentioned one case where an analysis of the mother’s milk 
showed that it was too rich in proteid. He prescribed a little barley water 
to be given shortly before each feed, and the result was very satisfactory ; 
on interrupting this treatment the indigestion returned, to be recovered 
from on resumption of the dose of barley water before food. Dr. Parry 
asked about the standard of Glasgow milk. The Presipenr, while thanking 
Dr. Douglas for his interesting paper, stated that he agreed with Dr. Kerr 
in his statement regarding the unsatisfactory nature of the artificial 
feeding of infants. He had not found that undiluted cow’s milk always 
agreed. In some cases he had found marked benefit from the use of a 
little raw beef juice. Dr. Dovcuas, in reply, recommended the Pasteurisa- 
tion of milk, as this did not interfere with the antiscorbutic property of 
milk, which was probably due to the living leucocytes which it contained. 
In reply to Dr. Parry, he said that he had analysed a number of specimens 
of milk, and had found them quite up to the standard. 
Dr. ALEx. MacLennan read a short note on 


A Case of Large Adenomatous Polypus, 
and showed sections of the tumour and of some other types of polypi. 
Drs. and Batrour remarked upon the case. 


Dr. Kerr read notes on 


A Case of Carcinoma of the Cervix at term. 


Cesarean section was performed (giving a living child), and was followed 
by supra-vaginal hysterectomy. This was performed to prevent the very 
probable onset of sepsis. The woman recovered from the operation, but 
died from the effects of the carcinoma six weeks after leaving hospital. 
During the course of the pregnancy Dr. Kerr had seen the patient, and on 
finding that the carcinoma was inoperable, had decided to perform 
Cesarean section in order, at least, to save the child. Dr. Parry instanced 
a case where he had scraped away the carcinomatous tissue, and had 
delivered the child, which was known to be dead, by craniotomy. The 
mother had recovered from the confinement. Drs. KeLtty and RussEu. 
agreed with the line of treatment carried out by Dr. Kerr. Dr. Scorr 
MacGrecor referred to a case where, at 44 months, he had performed 


a vaginal hysterectomy for a cancer of the cervix. Dr. Kerr replied. 
Dr. reported 


A Case of Advanced Carcinoma of the Rectum Complicating 
Pregnancy. 

An inguinal colostomy had to be performed, and to avoid the danger of 
performing a Cesarean section after an artificial anus had been established 
the uterus, with the child in it, was removed at the sixth month. Dr. 
Russell did not think that it would have been justifiable to have delivered 
the foetus by the vagina on account of the risk of tearing the rectum. The 
disease had also invaded the vagina. 

Dr. Parry, who had performed the hysterectomy on this patient, 


concurred with these views, and did not think any other treatment would 
have been advisable. 
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REVIEWS OF RECENT BOOKS. 


A Text-Book oF OBSTETRICS FOR PRACTITIONERS AND StupENTS. Edited 
by R. C. Norris and R. L. Dickinson; 2nd edition; 2 vols. Phila- 
delphia and London: W. B. Saunders and Company, 1902. 


In this country, and still more in the United States, the production of 
the modern standard work in any field of medicine seems to require the 
combined effort of a small army of authors. The need for this is easily 
understood in the light of the great progress and increasing specialisation 
of our knowledge, for only by such means can its position be expounded 
by the men who are themselves striving to advance it. Whether it is 
necessary in a text-book of midwifery is, however, open to doubt, and the. 
only reason which can be urged in favour of the system by which—as in 
the book before us—one author describes the phenomena, another the 
conduct, and a third the management of normal labour, is that by 
distributing the work among so many the tax on the individual is greatly 
diminished. At the same time, it means that in many cases work is done, 
not because the writer feels that he has something to teach, but merely 
because he has been asked to contribute his share by the editor or 
publisher. This text-book of obstetrics, well as it presents the science 
and practice of the day, shows just the failings which might be expected 
from a series of independent essays by some 14 or 15 contributors 
collected in this way. As a work of reference it will prove of considerable 
value to those doing special work in the subject, or engaged in teaching, 
but we doubt whether it will appeal to the great bulk of students and 
practitioners. It is too diffuse and it wants that broad survey of the 
subject as a whole, stamped by the thought and individuality of one man, 
which makes a text-book attractive to a wide circle. 

Our chief concern, however, is not with these general considerations, 
but rather with the subject matter of its various chapters, and more 
especially with those portions new to this edition. 

The part devoted to Anatomy and Development (Piersol) gives as full 
an account of the subject as is required, and the diagrams with which it 
is plentifully supplied are well chosen; there are some small additions to 
the account of the implantation of the ovum and the development of the 
membranes, but in view of the important researches on these points in 
recent years, it has scarcely received the attention it merits. On the 
other hand, the space devoted to the embryology of organs is somewhat 
disproportionate. The details of the development of the central nervous 
system, and of the membranous labyrinth of the ear have but a distant 
relation to obstetrics, and can be more satisfactorily studied at first hand 
in a work devoted to embryology. 

Some 50 pages of new matter have been added to the section on the 
Pathology of Pregnancy (Davis), which has been brought well up to date. 
It contains a good discussion of such subjects of present-day interest as 
deciduoma malignum and the toxemia of pregnancy. Great stress is laid 
on the importance of a careful examination of the quantity of solids in 
the urine as a surer indication of toxemia, than the presence of albumen. 
The author is surely very sanguine with regard to the prophylactic 
treatment of eclampsia, when he states that “the treatment of toxemia in 
preventing eclampsia is as successful as is the practice of antisepsis in 
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preventing puerperal septic infection” (p. 244). Unfortunately this part 
of the book is marred by a want of method in its arrangement; for 
instance, concealed accidental hemorrhage is thrown in between peritonitis 
during pregnancy, and the posture and bearing of the pregnant woman. 
There is also much needless repetition; cancer of the uterus is not only 
considered twice, once as a disease of the uterus (p. 191), and again by 
a curious system of classification, as one of the acute infections during 
pregnancy (p. 285), but some cases and observations of Fehling’s are even 
repeated word for word in both places, and two separate references given 
to his paper, thus helping to swell the lengthy list of 413 with which this 
chapter is burdened. And this is not an isolated instance, for ovarian 
cysts and myomata are also discussed twice, once under diseases of the 
ovary and uterus and again under operations during pregnancy, and there 
are other examples of a similar kind. 

The sections devoted to Diseases of the Ovum and to Abortion (Webster) 
have been almost entirely re-written; they give a very clear and concise 
account of the subject. In spite of the great additions to our knowledge 
of extra-uterine gestation, there has been very little revision of the part 
devoted to this subject (Howard Kelly). Ovarian pregnancy is left very 
much as in the previous edition, and indeed the only new matter we 
noticed is a paragraph on vaginal incision in early tubal rupture with 
encysted blood. Tubal rupture is spoken of so constantly as the cause 
of the internal hemorrhage that no proper idea of the frequency and 
importance of tubal abortion is obtained. The statement that “if blood 
is poured into the peritoneal cavity it will usually be absorbed; if the 
collection of blood occurs between the layers of the broad ligament it 
constitutes pelvic hematocele” (p. 333), is also misleading, especially as 
the accompanying diagram of a pelvic hematocele shows an encysted 
intra-peritoneal collection of blood. 

The section describing the conduct of normal labour (Jewett) is 
admirably done, though we regret that no mention is made of the teaching 
of the Dublin school that the expression of the placenta should be carried 
out as soon as evidence is obtained of its having left the uterus. This is 
a much more rational system than that of waiting for some fixed empirical 
period like half an hour before attempting removal. The mechanism and 
management of labour (Reynolds) is the most successful part of the 
volume, and the account of the delivery of the aftercoming head is worthy 
of special mention; the various methods of effecting this are well and 
clearly described, and the value of the beautiful illustrations is nowhere 
more evident. As we have noted before in other American text-books the 
use of the forceps is recommended in difficult breech delivery, and there 
is an illustration showing this procedure, though we do not think it will 
do much towards convincing those who look on it as doubtful practice. 
The tips of the forceps are shown pushed into the soft parts above the 
iliac bones, while the main part of the blades appear to have no grasp 
whatever on the buttocks. 

The second volume calls for much less critical comment than the first. 
Hirst contributes an exhaustive account of deformities of the pelvis, and 
of malformations and abnormalities of the foetus, and of the conditions 
caused by them. The Editors have added a short discussion of the rdle 
of Cxsarean section in the treatment of placenta previa, in which they 
express the opinion that this operation is only called for in very rare 
conditions, as when, with an undilated os and uncontrollable hemorrhage, 
the patient is in good condition and the child living, and at term. The 
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last chapter on obstetric operations is all that could be desired, both as 
regards text and illustrations. It contains some very useful matter on 
posture in obstetric work, and an excellent account of symphyseotomy 
(Jewett), in which both the open and subcutaneous methods, and the 
important points in the after-treatment, are described in detail. 

In conclusion we congratulate the Editors on the production of so 
complete an exposition of modern obstetric science, but would urge on 
them the advantage of abbreviating the less essential portions, and a 
greater care in avoiding diffuseness and repetition. The book would not 
lose in usefulness and would be made more acceptable to a large number 
of readers. 


Usser pig MissBinpuNGEN von EctopiscH ENTWICKELTEN FRUcHTEN 
UND DEREN UrsacHen (“On the Malformations of the Embryo in 
Ectopic Pregnancy, and their Cause”). Von. F. v. Winckel: 
Miinchen, mit 11 Abbildungen auf 9, Tafeln. Wiesbaden: J. F. 
Bergmann, 1902. 


This valuable monograph, prepared by a writer of high authority, is 
published as a handsome quarto volume in a cardboard case tied up with 
ribbon. The plates are large and finely executed with lettering, which 
makes them clearer; in a small octavo such illustrations would have been 
impossible. Plate 6, for instance, admirably demonstrates how the sac 
compresses a foetus late in pregnancy, whilst in plate 7 the doubling up 
of a large foetus is well displayed, and the distortion of the hands and feet 
is boldly delineated in plate 9. 

The letterpress consists of 31 pages of text and 18 of clinical notes. 
The latter include 73 reports already published and 14 not previously 
recorded, the whole arranged not in a tabular form, but in a uniform 
manner, highly convenient for reference. Thus, as might be expected of 
so experienced a teacher, the monograph is brief, and free from literary 
padding, whilst it thoroughly demonstrates that which it was intended to 
make plain. We use the word “plain” advisedly, for the frequency of 
deformity and arrested development in an ectopic foetus is well known, 
and excites no surprise. There must be malnutrition, for the placenta is 
not attached to the uterine wall so well fitted to aid in its functions, 
besides the foetus is cramped up in an unnatural position. So often is it 
weakly in one way or another that some operators aim at saving the mother 
alone, a principle which Lawson Tait and others have strongly condemned. 
In other words, though it seems “plain” why the ectopic foetus is 
deformed, we must not argue lightly and take the matter too much for 
granted. The fcetus is not only rarely perfect, the placenta may manage 
to nourish it till term though attached to tissues very different from the 
gravid uterine wall, and even the cramped position so often observed is not 
invariably associated with deformity. The child may be delivered at term 
by aid of the resources of surgery and reared; so its life must always be 
taken into consideration in the management of a patient during the latter 
months of extra-uterine pregnancy. The fact remains, however, that 
though there is sometimes no deformity, malformation is very frequent, 
and its causes, though not so self-evident as we are all too inclined to 
believe, are still not very subtle. Professor Winckel collects evidence and 
then reasons on it, and therein lies the worth of his monograph. The 
first question turns on frequency, as we must know how common these 
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deformities are and not be satisfied with taking them for granted as “ very 
frequent.” The author calculates foetal deformity in ectopic pregnancy 
as existent in 50 per cent. of all cases. Thus general opinion was not far 
wrong, though those who insist on careful consideration of the child’s life 
may rightly urge that if half the foetuses are not ill-formed, whilst some 
of the malformations are neither deadly nor even very disfiguring, the 
operator must not act as though the child’s life were a matter of no 
importance. 

Turning to details, we are not surprised to learn that it is the two poles 
that are most exposed to malformation, and above all the head, big and 
resistant. It is the seat of malformation in three-quarters of the cases of 
deformity collected by Winckel. Next in frequency comes the opposite 
pole—namely, the pelvis and legs (50 per cent.), then the upper extremity 
(40 per cent.). These figures show how frequently deformities of different 
parts are to be found in the same subject. Malformations of the thorax, 
abdomen and genitals are only found in from 3 to 4 per cent. of Winckel’s 
cases, a lower proportion than we might expect, as compression of the 
thorax is very marked in a lithopedion. 

The deformities are by no means limited to mere distortions and 
fractures. Hydrocephalus, hydromeningocele, encephalocele and anen- 
cephalus are common, whilst enphalocele and spina bifida are observed in 
the trunk. Professor Winckel has overlooked a case well known to London 
students, the specimen being preserved in the pathological collection of the 
Royal College of Surgeons, No. 4,697. An eighth month’s foetus lies with 
its head in Douglas’s pouch; it has an encephalocele. Malignant disease 
of the ovary was diagnosed, repeated uterine hemorrhages were taken for 
menstruation, and fatal rupture occurred; pregnancy had originated in 
the right tube. 

After frequency comes cause, the chief factor of interest from a 
scientific point of view. The narrowness of the sac and the scantiness of 
amniotic fluid are considered by many authors as evident and sufficient 
explanations of the deformities in question. Amniotic bands and 
velamentous insertion of the funis also play some part in promoting 
malformations. Winckel specially insists that the above conditions by no 
means explain every case. The placenta is not rarely diseased, full of 
hematomas, for example, but the author gives the first importance to the 
contractions of the foetal sac. They occur very early, whilst near term they 
become powerful and very frequent “ pains” occur, as in uterine pregnancy. 
The more resistance meets the sac the more it will contract, hence 
malformations are specially and frequently seen when the foetus is big. 
The same condition, active contraction, plays a leading part in distorting 
the foetus in cornual pregnancy. Winckel admits that pressure from 
outside the sac by the uterus, pelvis and lumbar vertebre sometimes causes 
the deformities. When the child is saved, these distortions always tend to 
disappear, which shows how purely mechanical is their nature. 

In conclusion, we think that Professor Winckel’s work is worthy of a 
place in every library belonging to a medical corporation or society, and 
should be supplied to every pathological museum, as it treats of a 
condition easily demonstrable as an anatomical preparation mounted in a 
preserving medium to be studied by the obstetrician and gynecologist. 
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